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When 


several things are apparent. 


histories of patients are reviewed 


1. Many of these patients apply for treat- 


ment early enough to avoid serious conse- 
quences. 


2. In some cases the complaints of patients 


are considered in an indifferent manner, and 
arch supports for supposed, though non-exist- 
ent, flat This 


borne out by the fact that in four cases, which 


feet are ordered. statement is 
I have had occasion to observe recently, the 
to the 
patient’s statements, was painful flat feet for 


original diagnosis made, according 
which arches had been ordered, and in one in- 
stance the patient had been advised to have 
a stabilizing operation done for a traumatic 
arthritis. 

3. In all too few cases the extremities are 
examined with the same meticulous care that 
characterizes our attitude toward vague abdomi- 
nal pain. 

During the past twenty five years many have 
devoted great efforts to developing methods of 
examination of the extremities and to establish- 
ing criteria by which the circulatory sufficiency 
can be estimated, as well as means of increas- 
ing collateral circulation where the integrity of 
the part is threatened. 


Failure to carefully examine patients and 
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March 11, 1935. 
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Graduate 


failure to utilize established criteria make it 
necessarily impossible to arrive at an approxi- 
mate diagnosis. The utilization of methods ill 
adapted to the condition in question leads to 
disappointments and condemnation of methods. 
The failures are often our own fault. 

We have come to speak of peripheral vascu- 
lar disease. In reality the conditions ordinari- 
ly discussed under this title are peripheral dis- 
turbances of vascular origin. 

It is important that this distinction should be 
The 


that 


understood. fundamental factor of im- 


portance is manifestations of nutritional 
disturbances, such as acrocyanosis, claudication 
and gangrene, are local evidences of a general 
disease. All measures which attempt to cure 
a symptom or manifestation which is local in 
character are basically wrong from a physiologi- 
cal standpoint. 

Developments in the treatment of occlusive 


vascular phenomena, whether spastic or ob- 


literative in character, have followed many 
leads, some physiologic, others as by-products 
of increased knowledge of the sympathetic 


system. 

Many steps in the development of useful 
procedures were discarded as soon as practical 
end results proved that the hopes of the early 
enthusiasts were neither justifiable nor well 
founded. 

3efore discussing the treatment of diseases 
which give rise to nutritional disturbances of 
the extremities let us review a few facts about 
the more common diseases in question—arterio- 
sclerosis, diabetes, Buerger’s disease and Ray- 
naud’s disease. 

Arteriosclerosis : 

l. Asa 


middle life. 


rule it is found in patients past 
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2. Trophic disturbance may be present. 
3. The pulse may be absent in some of the 
larger vessels. 
4. Claudication. 
5. Pain is relieved by heat. 


Thrombo-angiitis obliterans: 


1. As a rule young people. 
2. Race—Buerger states that it is most 
commonly found among Russian Jews. This 


has not been our experience as we have seen 
it in almost all racial and national groups ex- 
cept the pure negro. I believe there are some 
cases reported even among the pure negro. 

3. Absence of pulsation in the vessels of 
the extremities. This is not an early manifesta- 
tion. 


4. Intermittant claudication. 


wm 


Recurrent migrating thrombo-phlebitis. 


a 


» The disease is slowly progressive. 
7. Trophic disturbances develop. 
8. Pain is the outstanding disabling factor. 


Raynaud's Disease: 


1. Usually occurs in young people. 

2. It is found in men as well as in women. 

3. Often follows psychic shock. 

4. Presence of pulse in the vessels of the 
periphery. 


5. The skin presents a marbling appearance. 

6. Claudication. 

7. There are trophic disturbances not only 
in the superficial tissues but in the terminal 
phalanges. 

Thrombosis : 


1. Rapid in onset. 


2. Proceeds to moist gangrene. 
3. Absence of pulsation. 
4. Trophic disturbances. 
Erythromelalgia-Weir Mitchel’s Disease : 
1. Persistent pain in the dependent posi- 
tion. 
2. Pain relieved by elevation. 


3. Pain increased by heat or exertion. 

4. Redness persists in elevated position. 

5. Bounding pulse. 

6. Manifestations are bilateral. 

7. No claudication. 

8. No trophic disturbances. 

9. No thrombo-phlebitis. 

In the first place each of the diseases men- 


tioned is general in character. The peripheral 
manifestations are only local evidence of gen- 
eral circulatory disturbances. 

Cases which are to be considered in this re- 
view belong to several groups: 

Group 1. Sudden interference with circu- 
lation. 

In this group we place injuries to large ves- 
scls which necessitate ligation and those cases 
in which a sudden obliteration is due to an 
embolus. 

Group 2. Slowly progressive obliterative 
diseases, such as arteriosclerosis, diabetes and 
Buerger’s disease. 

Group 3. Vasomotor disturbances such as 
Raynaud's disease, and Weir Mitchel’s disease. 

Differential diagnosis to determine the cause 
of pain in the extremities necessitates careful 
physical examination and the utilization of 
tests to determine collateral circulation, the 
condition of the arteries, that is whether the 
changes are due to vasospasm or to actual nar- 
rowing, and the condition of the peripheral 
circulation. 

Only a few years ago it was necessary to 
say that in many instances the diagnosis of 
Rucrger’s disease was only suspected when it 
was too late for conservative measures. A 
simple clinical examination which includes the 
general appearance of the extremity in the hori- 
zontal, elevated and dependent positions af- 
fords much valuable information. 

Recent developments in our knowledge with 
reference to the control of circulation and its 
efficiency both in the main vessels and col- 
laterals has brought forth many new tests. We 
must not, in our enthusiasm for the new, pass 
over, unused, the obvious and older tried and 
proven methods. Among these we must men- 
tion the importance of inspection of the limb 
in various positions. Ischemia, redness or 
cyanosis is of the greatest importance. Buerger 
speaks of the “angle of the circulatory suf- 
ficiency” by which is meant that a limb ele- 
vated to 180 degrees retains most of its color; 
when circulation is defective variable degrees 
of blanching occur. If the leg is gradually 
depressed, the angle at which the red hue re- 


turns will be found to vary considerably. 
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Particular attention should be directed to the 
presence or absence of pulsation in the doralis 
pedis and posterior tibial arteries. Tests of 
the collateral circulation, as suggested by Matas 
and Moschowitz, should be tried in some cases. 

It is urgently necessary to determine whether 
the circulatory disturbance is spastic or obliter- 
ative, not only from the standpoint of ultimate 
treatment which will be either conservative or 
radical, but also for the relief of pain by vari- 
ous methods. Here we are called upon at times 
to utilize spinal anesthesia, paravertebral block 
and intravenous protein therapy for differential 
diagnosis. 

TESTS TO DETERMINE WHETHER THE CIRCULA- 

TORY DISTURBANCES IS DUE TO VASOMOTOR 

DISTURBANCES OR ORGANIC DISEASE 


Morton have determined _ that 


“veneral anesthesia produced by nitrous oxide, 


Scott and 


oxygen, reinforced for relaxation with ether, 
caused fully as complete vaso-dilatation to the 
which 


normal level as_ that followed spinal 


anesthesia.” They state, “At least under cer- 
tain conditions it is simpler to induce a short 
inhalation anesthesia than it is to carry out 
spinal anesthesia or paravertebral block.” 

srill and Lawrence independent of White 
found that spinal anesthesia caused a rise in 
surface temperature of the extremity. They 
like others, attribute the rise in temperature to 
a vaso-dilatation “following chemical block in 
spinal anesthesia’’. 

Brown suggested determining the vasomotor 
index by intravenous foreign protein therapy 
(triple typhoid vaccine ). 

The vasomotor index which Brown speaks 
of is obtained by determining the rise in sur- 
face temperature and subsequently the rise in 
temperature of the mouth. This increase is di- 
vided by the number of degrees increase in the 
blood or mouth, and gives a figure which in- 
dicates that for every degree rise in tempera- 
ture of the blood there is in the temperature 
of the skin a certain number of degrees rise 
“A low 


vasomotor index militates against the value of 


which is largely of vasomotor origin. 


operations on the sympathetic system’, accord- 


ing to Adson and Brown. This is important 


because in  thrombo-angiitis obliterans, or 


NI 
un 


Buerger’s disease, we have essentially an or- 
ganic lesion. 
Allen and Smithwick 


specific protein therapy (typhoid vaccine) after 


make use of non- 


the plan of Brown. They advocate the initial 
dose of about 125,000,000 to be repeated once 
Never more than 300,000,000 bacilli 


at a single dose. 


a week. 
They believe that results 
justify continuance of the use of the vaccines 
in the treatment of certain cases, but they be- 
lieve there is a danger particularly from throm- 
bosis. 

When giving typhoid vaccine intravenously, 
as a therapeutic measure, one should be aware 
of the reaction which is rather characteristic. 

First, the peripheral circulation becomes slow- 
er during the first hour with an associated de- 
crease in surface temperature and a chill. 

Secondly, the temperature in the mouth rises 
three to six degrees, the peripheral circulation 
is speeded up to three degrees for every de- 
gree of general body temperature rise. At times 
this rise is maintained for several days. 

Allen gives the following advice with refer- 
ence to the use of typhoid vaccines: (1) It 
should not be used in arteriosclerosis of a 
marked degree. (2) It should never be given 
without preliminary heating of extremities by 
means of electric pads or other heating devices 
at least one-half hour before giving the vaccine. 
(3) The first dose should be small, preferably 
25,000,000 of mixed organisms. (4) The vac- 
cine should be given in the vein and not around 
it. (5) The vaccine should be given slowly. (6) 
Patients should be hospitalized. 

One therefore sees that the use of triple 
typhoid vaccine, either to determine the vaso- 
motor index or for therapeutic purposes is not 
without danger, and that if it is used the tech- 
nic and precautions, as suggested by the author, 
should be meticulously observed. 

White advocates spinal anesthesia and para- 
vertebral block to determine the difference be- 
tween spasm and organic disease. 

Smithwick and White also advocate exposure 
and injection with alcohol of peripheral nerves 
of the lower extremity for the relief of pain. 


TREATMENT 
It is true that dilatation of vessels follows re- 
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moval of sympathetic control by ganglionect- 
omy, paraverterbral block and other such mea- 
sures, in the area under control of the particu- 
lar ganglions provided there are no obliterative 
changes. Dilatation, which results from block- 
ing of sympathetic control, or removal of 
ganglions, is evidence that the disease mani- 
festations are the result of vascular spasm. 

The operation of periarterial sympathectomy 
has been largely discarded because its effects 
are local. Ganglionectomy and alcohol blocks 
have been substituted as more effective pro- 
cedures. There are none who advocate gang- 
lionectomy in diseases where the changes are 
obliterative in character. 

It is that 
disease may and does affect the entire vascular 


essential to remember Buerger’s 


tree. Many of the unfortunate subjects of 
tuerger’s disease die of coronary disturbances. 

Granting that ganglionectomy does cause a 
dilatation of the vessels in the extremities in 
question when vaso-spasm is the responsible 
factor it cannot affect the size of the lumen of 
the vessels when their elasticity is interferred 
with by organic changes such as characterize 
true Buerger’s disease. Reports of disappoint- 
ing results following extensive ganglionectomy 
by accurate and enthusiastic observers are al- 
ready appearing. 

Smithwick, “We 


have already observed a recurrence of vascular 


Freeman and White state 
spasm after complete sympathectomy in a num- 
ber of cases of Raynaud’s disease; in two in- 
stances the within two 


recurrence appeared 


weeks after the operation. The immediate re- 
sults have been very satisfactory, but the same 
cannot be said of the end results.” 

“We effect of 


lumbar ganglionectomy to be more permanent 


have found the beneficial 

than that of dorsal ganglionectomy.” 
free for nine 
both 
extremities, and then vascular spasm developed 


“One patient was symptom 


months after sympathectomy of upper 
which resulted in mild gangrene of the tips of 


two fingers of each hand during the tenth 


month.” 

These statements are a decided blow to the 
ardor of those who like to perform spactacular 
and almost miraculous cures. 


We are also reminded that ganglionectomy, 
whether it be cervicodorsal or lumbar, is not a 
minor procedure. One should consider seri- 
ously less dangerous procedures which are more 
physiologic and efficient, even though they are 
not as immediately spectacular, if such pro- 
cedures are available. I believe that one such 
procedure of developing collateral circulation 
by mechanical means has recently been 
gested by Louis Herrmann and Mont R. Reid. 


sug- 


In this method they advocate the utilization of 
negative and positivé pressures. This method 
has the advantage of being applicable to all of 
the extremities at the same time. It does re- 
lieve pain, favors healing of ulcers and in many 
instances seems to prevent the need for ampu- 
tation. 

Since Mont R. Reid presented the results of 
the work done at the Vascular Clinic at Cincin- 
nati by Louis Herrmann and himself I have 
had occasion to utilize the Pavaex method in 
twenty-one cases.— The groups include one pa- 
tient who had had an embolectomy done three 
and one-half months prior to my first observa- 


tion of him. Brief history of his case is as 


follows: 


Mr. C. M., aged 52 years. While in the bath 
was suddenly seized with an acute agonizing pain 
in his right shoulder. Within a few hours the 
hand had turned purple and there was no sensation 
in it. An embolus was removed from the brachia! 
artery. About three weeks following the operation 
he developed a severe pain in the hand which was 
only relieved by morphin or dilaudid. 

When the patient presented himself on Decem- 
ber 20, 1934 the right arm was found to be smaller 
than the left from the shoulder down. 
a scar in the antecubital fossa. The forearm was 
flat when compared to its fellow. The fingers 
were dry and had lost their normal lustre. The 
normal creases of the hand were obliterated. There 
was evidence of recent ulcerations of the pulp of 
the index finger, marked atrophy of the pulp of 
all of the fingers and atrophy of the thenar and 
hypothenar spaces. There was marked limitation 
of motion of all of the fingers and of the wrist. 
The slightest touch of the whole hand caused pain. 

The radial pulse was palpable, but not nearly as 
full as on the opposite side. The hand was dry 
and has a parchment-like feel. 


There was 


*Since the preparation of this article eighteen 
new cases have been treated by the Pavaex method, 
making a total of 39 cases to date. 
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The surface temperature was much lower on the 
right side than on the left. 

The patient was immediately started on Pavaex 
treatment. He was given treatment twice a day. 
After the second day the patient noted a greater 
freedom of motion of his fingers, there was im- 
provement in the color and he no longer had to 
take drugs for the relief of pain. 

Five after 
couple readings 
temperature. The color of the hand had improved, 
so much so that there was no longer pallor notice- 
able and tha finger tips had a reddish color. An 
increased range of motion of the 
was 


days beginning thermo- 


indicated a 


treatment 


rise in the surface 


wrist and in- 


terphalangeal joints noted. 


By January 2, twelve days after the onset of 


treatment, the skin was moist and he was able to 
approximate his thumb to the palm of his hand. 
The patient felt so much improved that he decided 
to go on a trip to attend to some of his business 
affairs. 

The improvement in this case was spectacu- 
lar, particularly with reference to the relief 
from pain, increase in surface temperature and 
the increased range of motion. The relief from 
pain in this case is worth more than passing 
comment as this patient had been taking mor- 
phin and dilaudid at least once or twice each 
night. After the second day of his treatment 
he did not take morphin or dilaudid, as far 
as I know, fer the relief of pain. 

There was one case in which a ligation of 
the brachial artery was done. Brief history as 
follows: 

Case Mr. 
cember 23, 


B. B., aged 18 years. 
1934. Treated by 
Werling at Touro Infirmary. 
ligate the brachial artery. When I saw him the 
following morning in the ward of Touro the hand 
was cold as compared to the opposite side. 

Patient was immediately placed on Pavaex treat- 
ment. These treatments were given daily. The 
of the hand remained good and when last 
seen, February 5, there was no apparent difference 
in the size or color of the two hands. There was 
no limitation of motion of the fingers, the skin 
was moist and the radial pulse was palpable though 
not nearly as full as on the opposite side. 


Injured on De- 
Drs. Lacroix and 
It was necessary to 


color 


This case is typical of the value of early use 
of methods to develop collateral circulation. No 
one will deny the possibility of gangrene when 
there is a sudden interference with circulation 
through the main trunk of an extremity. Ef- 
forts have been made in the past to avoid such 


tragedies, sometimes with success, at other 
times more or less atrophy, if not gangrene; 
has resulted. With the aid of methods capable 
of developing collateral circulation applied early 
one may hope to be able not only to prevent 
gangrene, but to prevent atrophic changes in 
the extremity. 

In this case treatment was kept up for about 
six weeks. At the end of that time there was 
apparently no difference in the appearance or 
range of motion of the joints of the extremity. 

In group 2 there were eight arteriosclerotics, 
three diabetics, and six cases of Buerger’s 
results of 
ment have been most gratifying. 


disease. In these cases the treat- 
Relief of 
pain, healing of sluggish wounds and apparent 
avoidance of amputation have been outstand- 
ing gratifying criteria on which to base the 
value of the treatment in Buerger’s disease, as 
well as in arteriosclerosis and diabetes where 
wounds have existed. 

In trying to summarize my experience with 
first 
thought that comes to my mind is the utter 


vascular diseases of the extremities the 
hopelessness which characterized the attitude 
of the medical man and surgeon until recently 
when confronted with an apparent impending 
gangrene, a case of Buerger’s disease, painful 
feet in ancl 
that 


followed in 


arteriosclerosis, embolic cases, 


surgery in the diabetic. It was natural 
waves of enthusiasm should have 

the wake of each new procedure. Recently 
Dr. Robert Millikan, the great physicist, sum- 
marized the mental attitude of the workers and 
the public under these conditions: “individual 
workers, unrestrained in a new field tend to 
set up hypotheses that seem to fit their par- 
ticular experiments or their particular theories. 
If the present craze for the new regardless of 
the true, in art, science, society and govern- 
ment, goes much further the remedy may be 
found in the prospect that a nugget of sober 
uncolored truth may become the most exciting 
news there is just because of its rarity. I 
venture the prediction that our present age, be- 
cause of its craze for the new regardless of the 
true, will be looked back upon by our children’s 
children with more 


amazement and ridicule 


than we ourselves feel because of the credulity 
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of the middle ages or the smugness and hypo- 
crisy of the Victorian age.” 

The question has been often put why have 
you become interested in the method of Herr- 
mann and Reid, that is the Pavaex or automatic 
suction and pressure. The answer seems obvi- 
ous. In the past in the case of Buerger’s di- 
sease the patient could only look forward to re- 
peated amputations and no matter where the 
sufferer went the results were the same. It 
is natural that with the development of knowl- 
edge of the sympathetic system that some lead- 
ers would try to improve the prospects of these 
unfortunate sufferers through surgery applied 
to the sympathetic system. 

Pariarterial sympathectomy was heralded by 
Leriche as a means of procuring relief from 
pain and of producing a vaso-dilatation, par- 
ticularly in Raynaud’s disease. There followed 
the typical rush of enthusiasts to state that they 
had not only confirmed Leriche’s findings, but 
that they had extended the usefulness of the 
procedure. Even Buerger’s disease and Weir 
Mitchel’s erythromelalgia were included in the 
list of curable conditions. In order to justify 
their claims that Buerger’s disease was amen- 
able to such a method they had to conclude that 
in some cases of Buerger’s disease vaso-spasm 
predominates. This was necessary to prove a 
point. Most observers are in agreement that in 
Suerger’s disease the condition is more than a 
spasm. The obliterative nature of the vascular 
change does not permit of the acceptance of any 
method which has for its object a removal of 
vaso-constrictor control. 


For this reason is neither 
physiological nor effective as a cure or elective 
method of treatment in either Buerger’s disease, 
arteriosclerosis or in diabetes. 

There is to my mind another valid objection 
to ganglionectomy in this group of diseases— 
they are universal in character, not local. An 
operation affecting only a part of the vascular 
tree is illogical as a means of treatment. 

Last, but not least, ganglionectomy, whether 
it be cervico-dorsal or lumbar, is by no means 
a minor operation, it must carry a mortality of 
magnitude, and certain surgical accidents must 
complicate some of these procedures. Com- 


ganglionectomy 
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plications and fatalities are not likely to appear 
in the early literature. 

Efforts by many workers to determine if 
possible the predominence of vaso-spasm or 
obliterative phenomena have provided us with 
several valuable tests—spinal anesthesia, gen- 
eral anesthesia, injection of peripheral nerves, 
injection of ganglia, intravenous foreign protein 
(typhoid vaccine). 

The vasomotor index suggested by Brown is 
a valuable guide at times. 

The thermocouple, as suggested by Scott and 
Morton, is a valuable means of noting changes 
in the surface temperature. 


Arteriography provides us with a means of 
determining the actual amount of the peripheral 
arterial bed and the patency of the arterio- 
venous communication. 

Believing, as I do, that simple physiologic 
methods, applicable to all extremities with ease, 
offer hope of relief from pain and possibly the 
saving of limbs, I decided to try the Pavaex 
method. It is by no means a cure-all, it does 
help and probably has prevented several ampu- 
tations, favored healing of sluggish wounds, 
and in several instances the patients formerly 
crippled and incapacitated on account of pain 
have been able to go back to their usual oc- 
cupations. 

I submit for your consideration, first, the 
fact that vascular disturbances of the extremi- 
ties which as a rule we are called upon to treat 
are merely local manifestations of a general 
disease. 

Second, that where obliterative or organic di- 
sease of the vessels exists local operation, such 
as ganglionectomy, does not offer more than 
relief of pain of a particular part. They can- 
not cure a disease in which the changes are to 
be found in every part of the vascular tree as 
evidenced by the fact that many of the patients 
who die of Buerger’s disease die with evidence 
of coronary disease. This at autopsy has been 
shown to be identical with that found in the 
extremities. 

I further submit that if collateral circulation 
can be improved and pain relieved by methods 
which cause a dilatation of the peripheral ves- 
sels and thus help establish a collateral circula- 
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tion to prevent gangrene, that such methods 
should be used by preference over operations 
which are of considerable magnitude and whose 
value has not been proven, and which have been 
ir. use too short a time to state any ultimate re- 
sults except to say that some of them have re- 
sulted in failure. 

In the after care of patients, who by reason 
of an operation or an embolic process have had 
a sudden interference with circulation in an 
important trunk vessel, the immediate value of 
a simple procedure such as Pavaex treatment 
is to be preferred to either ganglion removal or 
block. 

I believe that almost all are agreed that there 
is no cure for Buerger’s disease thus far. I 
believe that the mechanical treatment for ob- 
taining passive vascular exercise as suggested 
by Herrmann and Reid offers one of the most 
valuable contributions to the treatment of 
nutritional disturbances of vascular origin that 
have thus far been devised. 


DISCUSSION 


Dr. Rudolph Matas: The apparatus recently de- 
vised by Drs. Mont Reid and Louis Herrmann, of 
Cincinnati, for the purpose of developing and im- 
proving the peripheral circulation in the diseases 
and conditions in which ischemia threatens the nu- 
trition of the extremities, is a notable contribution 
to the therapeutics and prophylaxis of this large 
and increasing class of circulatory disorders. 


The principles and technic that underlie the 
mode of treatment, which the authors designate by 
the contracted term ‘“Pavaex,” meaning passive 
vascular exercises, have been well described by Dr. 
Cohn who has the credit of introducing and ap- 
plying it in New Orleans for the first time. 

Though I have had no personal experience with 
this treatment, I have seen enough of Dr. Cohn’s 
practice and results to confirm my own theoretical 
anticipations of its great value in the cases in 
which it is indicated. 


HISTORICAL REMARKS 

The principle of alternating negative and posi- 
tive pressure upon which the Pavaex apparatus 
is based, suggests many interesting side lights of 
history. In so far as the vacuum producing princi- 
ple, it goes back to remote antiquity,—to Hippo- 
crates, Galen, Celsus, when the “sucking cup” for 
dry or wet cupping was familiar to the Greek and 
Roman practitioners. In its more primitive form, 
it is well exemplified by the practice of sucking 
venemous or poisoned wounds which is common 
to all the savage races. It is interesting to know 
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that the Choctaws and other Indian tribes that 
inhabited Louisiana, practiced wet cupping long 
before they ever came in contact with the European 
explorers, as we learn by Swanton, an excellent 
authority. The medicine men, in order to draw 
the evil spirits out of diseased or inflamed parts, 
“made a number of incisions into the skin with a 
sharp flint, covering a surface about the size of 
a silver dollar over which they placed the wide 
end of a pierced horn and sucked it until it was 
filled with blood.” 


A good sized museum could now be filled with 
the different relics and models of the cupping 
glasses and horns that were in vogue from the 
middle ages to the beginning of the 19th century, 
when the barber surgeons exercised their ingenuity 
in devising vacuum cups (Cucurbitula) for “dry” 
and “wet” cupping which were designed to draw 
blood to the surface. 


JUNOD, THE PRECURSOR 

This tended to expand the principle of blood 
derivation by aspiration which found its highest 
expression in 1839, when Junod, in Paris, devised 
his “grande ventouse” or giant cup (known as 
Junod’s boot, when applied to the lower extremi- 
ties) and elaborated a method of therapy which 
he designated as Hemospasia (blood attraction) 
by which he sought to relieve congestion or in- 
flammation of the deeper parts in the extremities 
and internal organs by drawing the blood to the 
surface. Hemospasia, a term scarcely known at 
present, was very familiar to the practitioners of 
the period between 1835-1875, during which the 
method of blood derivation had attained consider- 
able vogue through the influence of Junod’s vigor- 
ous enterprise and able advocacy. He devised many 
appliances which could be adjusted to any part of 
the body. They essentially consisted of air tight 
glass chambers, such as now used in the Pavaex 
apparatus, of which the Junod boot is the best 
known example. In this, as in other models, the 
leg or part to be treated, was massively encased 
in a pneumatic chamber shaped to fit it. Once in 
place the air was aspirated by means of a pump 
which created a vacuum. This immediately drew 
the blood and fluids of the tissues to the surface, 
thereby determining a peripheral congestion or 
hyperemia which was proportional to the degree of 
negative pressure created in the air chamber. By 
pumping air into the chamber, the process was 
reversed; the atmospheric pressure was increased 
and the receptacle was transformed from a nega- 
tive to a positive pressure chamber. 

By increasing the air pressure, the blood was 
driven from the surface to the depths and a state 
of peripheral or cutaneous anemia was induced 
which was proportional to the increase in the 
atmospheric pressure. This positive pressure 
principle was utilized by George Crile in 1906, wher. 
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he invented his inflatable suit as a means of auto 
transfusion for operations on patients depleted by 
hemorrhage and shock. But Junod was more in- 
terested in Hemospasia by negative pressure on 
the vacuum principle, by which he sought to re- 
lieve the congestion and inflammations of the in- 
ternal organs. Not satisfied with inducing a pas- 
sive hyperemia in one limb, he had air chambers 
made to encase both lower extremities and the 
pelvis for the relief of pelvic and abdominal in- 
flammation in gynecological practice. By exhaust- 
ing the air in this chamber, he could draw blood 
to the lower extremities so effectively that, as his 
experiments on normal human subjects show, he 
could lower the general blood pressure to the 
point of inducing a faintness approaching syncope. 
This he called his hemisomatic chamber. He went 
further and devised other vacuum chambers which 
he adapted like huge cups to the abdomen, the 
thoracic, the precordial, scapulo-thoracic, cervical 
and vertebral regions, which he utilized for the 
treatment of pneumonia, pleurisy, pericarditis, 
peritonitis, ete. Finally, he constructed the 
Somatic chamber in which the whole body was 
enclosed, leaving the head out. By pumping the 
air out of the chamber, he drew the blood to the 
whole surface of the body and in this way he 
sought to counteract the congestion of the internal 
organs which is so characteristic of the algid stages 
of Asiatic cholera and the chills of the pernicious 
fevers. He also resorted to the same method to 
induce an anemia of the brain in appoplectic and 
congested states, meningitis, etc., by substituting 
the mechanical displacement of the circulating 
blood, he aimed to prevent the permanent loss and 
irreparable damage to the organism by the whole- 
sale and indiscriminate practice of blood letting 
which was universal in his day. 

No one can read Junod’s studies on the psysio- 
logic and therapeutic effects of air compression 
and rarefaction on the body as a whole and on its 
isolated extremities (published in 1834), or his 
observations on Hemospasia as applied to the treat- 
ment of gunshot and suppurating wounds and other 
surgical diseases of the extremities (1847) with- 
out being impressed with the earnestness, the 
originality, the scientific spirit and ingenuity of 
the man.* 


Junod was undoubtedly an enthusiast with great 
visions which could not be realized in view of the 
ignorance of the fundamental causes of disease 
which prevailed in his time and prevented him 
from differentiating between a purely symptomatic 
and a curative treatment. He could not abort, ar- 
rest or prevent a pneumonia, a pleurisy, a pericardi- 





*For references to Junod’s publication, see Index 
Catalogue, Surgeon General’s Library, lst series. p. 


311, vol. vii, 1886 and additional references under 
‘“‘Haemcspasia” p. 170, vol. vi, 1884. 


tis, meningitis or peritonitis by simply abstracting 
or sequestrating blood from the inflammed organs 
or tissues because he was simply dealing with ob- 
jective phenomena and not their causes. It was 
not until three decades after his death, that the 
Pasteurian revelations came to explain the mystery 
of infection and that the treatment of disease on 
an etiological basis was made possible. None the 
less what Junod accomplished in modifying the 
course of surgical diseases of the extremities and 
of the internal organs by his methods of hemo- 
spasia is truly remarkable. Though he failed in 
his main objectives he planted seed-thoughts and 
inventions which have found fruitful application 
in many fields which will remain to his everlast- 
ing credit. His researches on the effect of atmos- 
pheric hyperpressure are a key to Caisson disease, 
and his positive pressure chamber is the precursor 
of Crile’s pneumatic suit. His negative pressure 
chambers are likewise the precursors of Bier’s 
aspirating cups and his Somatic chamber is the 
Trogbnitor of the celebrated negative pressure 
chamber which Sauerbruch devised, in 1907, to 
counteract pneumothorax in thoracic operations; 
and again we see a projection of his thought in 
the present ingenious Drinker chamber for arti- 
ficial respiration. Finally, Junod’s hemostasic 
principles find application in their most modern 
scientife expression in the alternating rythmic 
plus and minus air pressure of the Pavaex ap- 
paratus that Reid and Herrmannn have devised 
for the treatment of the vascular difficiency di- 
seases of the extremities, which is the subject of 
Dr. Cohn’s paper. 

This method, I believe, is a safe and most ef- 
ficient means of applying vascular gymnastics to 
the peripheral blood vessels of the extremities. It 
does not conflict with other classical methods of 
developing the collateral circulation in acute or 
chronic obstructive lesions and diseases of the 
main arteries. The excellent results obtained by 
Dr. Cohn in a case of embolic obstruction of the 
brachial artery in which the intense pain of the 
famished tissues was relieved by a few sittings of 
Pavaex, have lead me to try it, with Dr. Cohn’s 
assistance, as an adjunct to systematic compres- 
sion of the femoral artery in an enormous and cir- 
cumscribed arterio-venous hematoma of the femor- 
al vessels in which the collateral circulation was 
compromised and doubtful, and thus far with good 
effect.* 

It is evident that Pavaex, like all other methods 
for the improvement of the collateral or supple- 
mentary circulation in obstructive disease of the 
peripheral arteries, must have its limitation, in 
the presence of a progressive organic disease such 





*Since this discussion took place, this patient 
has been cured by an obliterative endo-aneurismora- 
phy without the slightest complications. 
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as senile and presenile arterio-sclerosis, throm- 
boangiitis obliterans, specific arteritis, etc., which 
cannot be dealt with etiologically. 


It is too early to attempt an estimate of the 
comparative value of this treatment with other 
methods, but the results thus far obtained are s9 
encouraging that it is hoped that the systematic 
application of the Pavaex exercises alone or com- 
bined with the well established classical (blood- 
less) methods of improving the peripheral circula- 
tion, will diminish the indications for surgical re- 
lief by sympathectomies, ganglionectomies and su- 
pra-renalectomies which, whether performed by 


actual excision cf the ganglia by alcoholization cre, 
at best, only palliative remedies in the presence of 
progressive organic arterial disease. Without ques- 
tioning the demonstrated value of the sympathec- 
tomies, ganglionectomies and adrenalectomies 
which now constitute an important and conspic- 
uous branch of surgical practice, it cannot be de- 
nied that apart from the angiospastic disorders of 
the extremities in which these are especially indi- 
cated, they are of doubtful curative value and that 
they involve dangers, especially in the major in- 
terventions, which are often far graver than the 
loss of the extremity which they are intended to 
preserve. 

In conclusion, I would say, as a pioneer in this 
field of conservative surgical therapy, that I wel- 
come the Reid-Herrmann treatment as a very val- 
uable addition to our resources for the improve- 
ment of the circuiation in limbs suffering from 
vascular deficiency in general and in particular, 
the class of cases in which there is reason to be- 
lieve that a supplementary circulation can be de- 
veloped for the preservation of the extremity. The 
best results can be expected from the judicious 
selection and combination of this with the other 
methods that are now available to meet indi 


vidual indications. 


Dr. Isidore Cohn (In conclusion): I would like 
to call attention to the fact that we have used 
Pavaex in the treatment of some old fracture 
cases, where the patient came in with edema of 
the extremities. In one case, the edema subsided 
in ten days, a much shorter time than I have seen 
with other methods. There is rapidity of healing 


of ulcers following Pavaex treatments. 


When the machines are available for general 
use the value of the method will be appreciated 


by larger groups. 


TREATMENT OF HIRSCHSPRUNG’S 
DISEASE BY SPINAL ANESTHESIA. 
A PRELIMINARY REPORT* 
JAMES DAVIDSON RIVES, M. D.*+ 
and 
LAWRENCE HOLLIDAY STRUG, M. D.7 
NEw ORLEANS 


Congenital idiopathic megacolon, or 
Hirschsprung’s disease, may be defined as 
a state of obstinate constipation in which or- 
ganic obstruction is absent. It is character- 
ized by a lengthening and an enormous dila- 
tation of the colon, and a hypertrophy of all 
its coats, the pathologic changes being usual- 
ly limited to the left half of the bowel and 
being most marked in the sigmoid. The rec- 
tum is rarely involved. The pathologic pic- 
ture is exactly that of a chronic partial ob- 
struction at the rectosigmoid junction, al- 
though actually no such obstruction is ever 
found. 

The disease begins in infancy or early 
childhood and tends to become progressively 
worse. Eventually the patient loses all per- 
ception that the bowel is full, and spontane- 
ous evacuations cease entirely. Purgatives 
and enemas are ineffective because, in spite 
oi the muscular hypertrophy and_ forcible 
contraction of the involved bowel, orderly 
peristalsis does not occur. Asa result of the 
fecal stasis and decomposition colitis de- 
velops and periodic attacks of diarrhea are 
common. Vomiting also is frequent. The 
inevitable result is a severe toxemia, asso- 
ciated with anemia and emaciation, and the 
typical patient is a thin, sallow, lethargic 
child, with an enormous protruding belly. 
Few of these patients reach adult life, and 
those who do survive because the disease is 
milder lead a miserable existence. 

Rankin, Bargen and Buie enumerate twen- 
ty-two possible theories of the origin of 


Hirschsprung’s disease, most of which are 





*Read before the Orleans Parish Medical So- 
ciety March 11, 1935. : 

7From the Department of Surgery of the Loun- 
isiana State University School of Medicine, and 
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promptly eliminated by the definition of the 
condition which we have quoted and which 
is generally accepted. Indeed, the only really 
tenable theory is that some disturbance of 
the motor mechanism of the colon is respon- 
sible, and even that theory is not entirely 
satisfactory. 

The churning motion which is normally 
present in the right half of the colon is en- 
tirely absent in the left. In the left half in- 
termittent waves of contraction are preceded 
by waves of dilatation, most of which do not 
involve the region of the rectosigmoid junc- 
tion. It may be said that this point serves 
functionally as a_ sphincter, (sphincter of 
At intervals, however, this seg- 
ment does relax, and the fecal mass which 
has been packed into the sigmoid by the 


O’Beirne). 


mechanism just described is permitted to pass 
into the rectum, from which, physiologicall;, 
it should be promptly expelled. 


The intrinsic neuromuscular mechanism of 
the bowel permits the carrying out of this 
act independent of extrinsic stimuli, a!- 
though under normal conditions the centra! 
portion of the autonomic nervous system 
acts as a pacemaker. The sympathetic ner- 
vous system inhibits contraction of the gut 
and stimulates contraction of the internal 
sphincter, and it is believed, although it is 
not yet proved conclusively, that the para- 
sympathetic system causes contraction of the 
bowel and dilatation of the sphincter. Proper 
coordination of these two systems presum- 
ably causes normal, effective peristalsis. 


Hirschsprung’s disease is now generally 
explained as due to an overstimulation of the 
sympathetic efferent supply to the colon, 
which causes dilatation of the bowel and con- 
traction of the internal sphincter. Against 
this theory, however, is the fact that an ar- 
rest of peristalsis, such as would be pro- 
duced by sympathetic stimulation, is not 
characteristic of megacolon. Furthermore, 
since the rectum is rarely involved, contrac- 
tion of the internal sphincter seems to have 
no bearing on the discussion, and contrac- 
tion of the rectosigmoid sphincter, which 


might reasonably be considered a cause, has 


2 Rives-Struc—Treatment of Hirschsprung’s Disease By Spinal Anesthesia 


rect, the operation of Rankin and Learmouth 


not been observed to follow such stimula- 
tion. 


Hawkins has suggested as a possible cause 
a segmental neuromuscular defect at the 
pelvi-rectal junction, and Cameron has been 
able to demonstrate degenerative changes in 
the intramural plexus of the colon such as 
Hurst and Rake have demonstrated in the 
lower esophagus in certain cases of cardio- 
spasm. On the other hand, this etiologic 
factor would seem to be eliminated by the facr 
that normal peristalsis is established by the 
type of sympathectomy devised by Rankin 
and Learmouth, which results in complete 


isolation of the colon from its central con- 
nection. 


3efore taking up the various procedures 
devised for the relief of congenital mege- 
colon, one or two anatomic facts must b2 
recalled: that the preganglionic neurons to 
the distal colon pass from the spinal cord 
through the first and second lumbar sympa- 
thetic ganglia, and descend to the inferior 
mesenteric plexus in the pre-aortic plexus, 
and that it is believed that the corresponding 
parasympathetic supply comes from the sac- 
ral segments and courses upwards to the in- 
ferior mesenteric plexus along with the left 
hypogastric nerves. 


Wade and Royle, in 1926, having ob- 
served that lumbar ramisection for spastic 
paraplegia brought about the correction of 
obstinate constipation, extended the proce- 
dure to a case of Hirschsprung’s disease, oa 
the assumption that the condition might be 
due to autonomic incoordination with sym- 
pathetic preponderance. The result was so 
gratifying that the operation was repeated in 
other cases, with success in all but two. A 
year or two later Judd and Adson resected 
the lumbar sympathetic chain on the left side 
in one case of megacolon and on both sides 
in another, and Rankin and Learmouth re- 
sected the presacral nerve and the pre-aortic 
and inferior mesenteric plexuses. All these 
operations were followed by good results. It 
should be noted, however, that if our con- 
ception of the parasympathetic nerves is cor- 





le 
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leaves the colon entirely free of a _ pace- 


maker. 


Since none of these procedures could be 
expected to yield satisfactory results in any 
case of mechanical origin, the next step was 
to devise some method of determining be- 
fore operation that the case in question was 
actually due to autonomic imbalance. For 
this purpose Scott and Morton conceived the 
idea of using spinal anesthesia, on the basis 
that it isolates the colon from its central au- 
tonomic control and causes its complete 
evacuation. They used the test in a case later 
submitted to sympathectomy, as well as ‘a 
one case in which the operation was con- 


templated but was not done. 


These same authors, with S. J. Stabins, 
have recently reported the startling fact that 
this second patient, who did not submit to 
sympathectomy and who received only the 
therapeutic test of spinal anesthesia, has re- 
mained well for more than four years with 
no additional treatment other than ordinary 
care of the bowels. Equally good results 
were achieved in another patient with mega- 
colon treated only by spinal anesthesia, and 
in two patients with obstinate constipation, 
although in the other instances the period of 
observation has been considerably shorter. 
We might add that this is not the only re- 
port of permanent results following the in- 
jection of novocaine for autonomic disor- 
ders. Livingston and other observers have 
also noted that permanent or semipermanent 
relief of symptoms has followed the block- 
ing of the sympathetic ganglia by novo- 
caine. 

Since the administration of spinal anesthe- 
sia, even though the procedure should need 
to be repeated at longer or shorter intervals, 
is preferable, from every standpoint, to the 
performance of sympathectomy, we felt it 
incumbent upon us, when the method came 
to our attention, to employ it in two cases 
oi Hirschsprung’s disease then under our ob- 
servation, in both of which sympathectomy 
was contemplated. We are aware of the lack 


of justification for the report of only two 
cases, both observed for only a short period 


oi; time, but because of the extraordinary re- 
sults achieved in at least one of them by this 
simple method, we feel warranted in violat- 
ing the usual conventions. 


CASE REPORTS 


Case 1. A negro male, aged 8 years, was ad- 
mitted to the medical service of Dr. R. H. Kamp- 
meier in Charity Hospital January 6, 1935, com- 
plaining of lower abdominal pain and extreme con- 
stipation. The previous history was irrelevant ex- 
cept for a story of extreme constipation since the 
age of two, which had been aggravated for two 
or three months before admission. Purgativ-s 
or enemas had always been required before a 
bowel movement, and at times there was no evacu- 
ation for eight or ten days. Physical examination 
revealed a well developed but rather undersized 
and undernourished child, with a thin-walled and 
protruberant abdomen. Visible peristalsis was de- 
tected at one examination. 

The immediate distressing symptoms were re- 
lieved by flushes, which were followed by copious 
bowel movements. Roentgen ray examination with 
barium enema five days after admission revealed 
no obstructive lesion. A diagnosis of megacolon 
was made on the fact that the transverse and as- 
cending colon did not fill satisfactorily, and that 
the barium tended to remain in the greatly dis- 
tended distal portion of the colon. Gastrointes- 
tinal roentgen ray study nine days later confirmed 
the diagnosis; the barium used in the enema wis 
still present in the distended colon, in spite of 
repeated flushes. 

Surgical consultation was promptly sought, and 
February 8, instead of the sympathectomy which 
had been planned, the child was given spinal anes- 
thesia, under ethylene anesthesia. Seventy-five 
mg. of novocaine crystals, diluted in 3 c.c. of spinal 
fluid, was injected into the third lumbar inter- 
space, and produced anesthesia up to the dia- 
phragm. The patient almost immediately had a 
spontaneous bowel movement, and has had almost 
daily spontaneous movements in the month that 
has elapsed since. A second barium enema three 
weeks after the administration of the anesthesia 
showed the colon definitely contracted, with some 
evidence of haustration not present at the time 
of the first examination. The child is still under 
observation in the hospital and is being given the 
careful attention which all so-called “cured” pa- 
tients require practically all of their lives. 

Case 2. A white male, aged 9 years, had been 
under the observation of Dr. J. E. Strange since 
October, 1931. He had been constipated all his 
life. The colon could be emptied by flushes and 
purgatives, but spontaneous bowel movements never 
occurred. Some slight improvement was brought 
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about by dietetic measures, but the constipation 
remained almost intractable most of the time. Re- 
peated roentgen ray observation by barium enema 
showed a marked lengthening and dilatation of the 
descending colon and sigmoid, with very little of 
the opaque substance beyond the splenic flexure. 
In April, 1934, the constipation was replaced by 
frequent liquid 
abdominal 
plained of. 


stools. There was 


considerab!e 
distention, but pain was not com- 


When the child was seen in consultation by one 
of us (J. D. R.) in January, 1935, sympathectomy 
was suggested tentatively, although there was doubt 
as to whether the condition was a true Hirsch- 
sprung’s disease. As in the first case, spinal an- 
esthesia was substituted for the operation, but the 
administration was done under local anesthesia 
and because of the uncontrolled movements of the 
child the novocaine (100 mg. diluted in 3 c.c. of 
spinal fluid, injected into the third lumbar inter- 
space) did not get completely into the subarachnoid 
space, and the anesthesia had worn off entirely at 
the end of half an hour. Good results could scarce- 
ly have been expected under the circumstances, 
but a measure of success has been evident: The 
patient had a bowel movement on the table and 
has had occasional spontaneous movements since, 
although daily flushes are still necessary. Since 
the reason for the failure in this case is so obvi- 
ous, it is proposed to repeat the administration of 
the spinal anesthesia shortly, this time under eth,- 
lene anesthesia, and better results are hoped for. 


Stabins, Morton and Scott merely report 
their cases, modestly attempting no explan- 
ation of their results. Only one possible ex- 
planation occurs to us, and we advance it for 
what it is worth: If Hirschsprung’s disease 
be considered as a vicious autonomic habit, 
it may be that the spinal anesthesia, by tem- 
porary arrest of the central autonomic con- 
trol, permits a restoration of normal func- 
tion, which may be interpreted as the estab- 
lishment of normal habits within the auto- 
nomic system during the perior in which the 
iitramural nerve supply is allowed to act 
without extrinsic influences. 
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viscera. The 


DISCUSSION 

Dr. G. C. Anderson: Discussion of a paper like 
this is a bit difficult because the essayist in a 
very terse and adequate manner says about 1il 
there is to be said on the subject. 

This treatment of megacolon is one of the few 
indications of sympathetic surgery one might say. 
In 1924 Royle and Hunter attacked the sympa- 
thetic system for the purpose of relieving spasti- 
city. After operation on a number of War vet- 
erans marked improvement in evacuation of the 
bowels was noticed, some of these men having 
been markedly constipated previously. Following 
this, the operation was done in various ways. They 
did ramisectomy. Other men did ganglionecto- 
my. This more or less formidable procedure re- 
quires a large incision, wide exposure, and fre- 
quently the intestines have to be taken out of the 
intestinal cavity, and on one side one has to re- 
tract the aorta and on the other the 

Learmouth and Rankin operated on the inferior 
mesenteric and presacral nerve plexus with ap- 
parently good results. Later, Sims in Memphis 
operated one'by presacral nerve alone and seemed 
to get just as good results as if he had carried it 
further up and done the operation on the inferior 
mesenteric plexus. 

Then we received this astounding report of a 
child given only spinal anesthesia, and for some 
reason the parents decided against operation and 
he remained well over a period of four years, or 
just as well as these patients ever get. It seems 
rational if patients can be relieved by introdu-- 
tion of anesthesia in the subarachnoid space there 
is no need for further surgery. 


I do not think there is any satisfactory explan- 














aticn of why this happens. There is just a pos- 
sibility that after interrupting this holding mechan. 
ism, aS some call it, or braking mechanism, and 
allowing the normal habit to be instituted, then 
it may go on to its own cure. An analogy might be. 
of course, induction of artificial respiration after 
the patient has ceased to breathe. If let alone Le 
never will breathe again. There are even cases 
reported where the heart has stopped and been 
started in some way. So far as I can see that is 
about the only tenable explanation of this. Get 
this autonomic habit established for a time and 
then it carries on. Some few of these cases have 
had to have their injections repeated. One I know 
of done about four years ago has had three at in- 
tervals cf about one year, and some get along per- 
fectly well without any more injections. 

It certainly appears to me for the present time 
the patient should have the benefit of a simple 
procedure of this nature attempting any 
more extensive surgical procedure of any 


before 
des- 
cription. 

Dr. Clyde Brooks: I have been very much in- 
terested in this paper because in my work in phar- 
macology I pay a great deal of attention to the 
balancing of vegetative neurons; of the parasym- 
pathetic and symrathetic, and I am more accus- 
tomed to the theorizing of the laboratory man 
than I am to the empiricism of the practical man. 
So if you want another theory, I can easily supply 
you with one. I cannot, however, guarantee tha it 
is especially well founded. It occurred to me while 
the essayist was speaking that injection of spinal 
might well produce some permanent 
depression or injury to the sympathetic 
system, so that afterwards there would be a sup- 
pressed balancing action between the sympathetic 
and parasympathetic. It gives me the idea that 
we should make some careful studies of the action 
of spinal anesthesia to see whether there be any 
permanent change in the balance between ths 
sympathetic and parasympathetic. 


anesthetics 
nervous 


Dr. Rives (closing): Dr. Erooks’ suggestion that 
by this method there may occur actual damage to 
the nerve cells of the autonomic system is quite 
tenable, as damage to the anterior horn cells cf 
the spinal cord from the intravenous injection of 
novocaine has been reported, while cases in which 
there is a certain amount of motor disability fol- 
lowing spinal anesthesia are not uncommon. There 
is some reason, therefore, for suspecting that some 
permanent damage may occur. 

I have speculated to a considerable extent on the 
possibilities involved, and one thing impresses me 
particularly, that operations which produce very 
different kinds and degrees of damage to the au- 
toncemic nervous system have all had the same ef- 
fect on the motility of the colon. The operation of 
Hunter and Royle destroys the pre-ganglionic 
axons only, at least so far as we know. But the op- 


O’Mara-McCatt—Renal Tuberculosis 










85 


eration of Judd and Adson destroys not only those 
axons but also the ganglionated sympathetic chain. 
though, again so far as we know, it does not dis-’ 
turb the para-sympathetic system at all. The opera- 
tion of Rankin and Learmouth, on the other hand, 
removes the pre-aortic plexus, the inferior mesen- 
teric plexus, and the sacral nerve, through whick 
nerve the parasympathetic supply of the left half 
of the colon is supposed to reach the intestine. 
This operation, therefore, apparently disconnects 
the colon entirely from the central nervous system. 
If we are dealing only with an overactivity of the 
sympathetic system, then why do we get quite as 
good results when we remove both the sympathetic 
and the parasympathetic supply? Presumably, 
spinal anesthesia also leaves the gut entirely dis- 
connected from the spinal cord and therefore dc- 
pendent upon its intrinsic nerve supply; plus any 
independent function that may exist in the gan- 
glion cells. 

I have learned from Dr. Anderson that Semmes 
of Memphis has achieved equally as good results 
by rseection of the sacral nerve alone. Since these 
procedures arrive at the same result by widely 

different kinds and degrees of damage to the sym- 
pathetic nervous system, it seems reasonable to 
conclude that some factor other than damage 
the efferent nerve supply of the colon is respon- 
sible for the effect. It seems possible that the re- 
sults achieved may not be due to interference with 
the efferent impulses, but rather due to interrup- 
tion of the afferent impulses which have been pvro- 
ducing a disordered activity in the efferent 
tem. I do not believe that anyone knows definiiely 
what the course of the afferent supply of the colcn 
is, and so no one can affirm categorically that 
any procedure does or does not destroy it or inhibit 


to 


ays- 


its activity. 





RENAL TUBERCULOSIS* 


B. B. O'MARA, M. D. 
Brioxt, Miss. 
and 
C. H. MeCALL, M. D. 
GutLrport, MIss. 


This subject, although chiefly surgical in 
treatment, is medical in scope. It is presented 
to this section not because we have any new 
ideas as to treatment or diagnosis, but with the 
hope that it will emphasize to each of us the 
importance of a repeated search for the bacilli 
in the urine ,and the importance of pyelograms 
either intravenous or retrograde during the 

*Read before the Section on Medicine at the 
Sixty-Eighth Annual Session of the Mississippi 
State Medical Association, Biloxi, May 14, 1935. 
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treatment of any case of tuberculosis, pulmo- 
nary or extra pulmonary. 


In the urogenital tract the organ first af- 
fected is by far most frequently the kidney 
with the involvement of the other organs of the 
tract secondary thereto. The primary focus of 
infection which is most frequently the lung, in 
quite a number of cases at autopsy has been 
shown to be fibrotic or arrested. The myco- 
bacterium tuberculosis usually invades the kid- 
ney by the blood stream and we believe that 
this is the mode of infection in the vast major- 
ity of cases as the lymph supply is chiefly ef- 
ferent. The lesion is most commonly localized 
in the pelvic or pyramidal portions of the kid- 
ney and occasionally in the cortex. The tuber- 
cles are surrounded by fibrous tissue. Central 
caseation of the tubercle occurs and the calyx is 
usually involved so that the tip becomes irreg- 
ular, enlarged, and surrounded by tuberculous 
tissue. Coalescing of the tubercles and a con- 
tinuation of this process may eventually involve 
the entire kidney and covert it into a series of 
abscess cavities with fibrous walls. The deposi- 
tion of calcareous particles in the caseous ma- 
terial and in the walls of the cavities is rather 
common. Microscopically renal tuberculosis does 
not differ from tuberculosis elsewhere in the 
body. Tuberculous abscesses of the kidneys 
may go for a long period of time in an appar- 
ently quiescent state without discharging pus 
and bacilli in the urine, presenting the necessity 
for repeated urinalyses of centrifuged urine in 
any suspected case. 


The onset of renal tuberculosis is usually in- 
sidious and symptoms noticeable to the patient 
may appear long after the original focus has 
become arrested. In numbers of cases symp- 
toms that cause the patient to consult his phy- 
sician have not occurred until there is a sec- 
ondary involvement of the ureter and bladder. 
Frequency of urination is the most common 
symptom of urogenital tuberculosis and hema- 
turia the most common of renal tuberculosis. 
When the two appear together, suddenly and 
without apparent cause, tuberculosis should be 
first thought of. Therefore, when a patient 
presents himself complaining of frequency and 


hematuria without cause, whether there is a 
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previous history of tuberculosis or not we are 
derelict in our duty unless we make repeated 
painstaking examinations for a tuberculous le- 
sion of the kidney or urogenital tract. Loss of 
weight occurs frequently and chills, fever, and 
sweats are present in about 22.5 per cent of all 
the cases of Young. Localized renal pain and 
renal colic may also be present. In many in- 
stances there may be somewhat of a remission 
between acute attacks during which time the pa- 
tient seemingly gets along very well. 

The incidence of renal tuberculosis is greatet 
than many of us suspect. Greenberger, Wer- 
shub, and Aurbach state that it comprises 30 
per cent of all surgical lesions in the kidney, 
being more than twice as common as tumors. 
Of the 500 cases in which necropsy was per- 
formed at Sea View Tuberculosis Hospital 
from June 1932 to April 1934, 252 showed evi- 
dence of tuberculous infection. Miliary tuber- 
cles were found in 228 of which 187 were bi- 
lateral. Only 25 per cent of these complained 
of urinary symptoms. Organ tuberculosis or 
destruction of kidney substance was found in 
only 24 or 4.8 per cent of the cases, 13 of these 
were bilateral and 11 unilateral. 

The relatively high percentage of miliary tu- 
bercles found were no doubt due to the fact 
that frequently in the terminal stages of pul- 
monary tuberculosis there is a hematogenous 
dissemination of the bacilli and miliary tuber- 
cles are found in the kidney as well as in the 
liver, spleen, peritoneum and other organs. The 
percentage of 4.8 of organ tuberculosis appears 
to us to be about the percentage of manifest 
clinical renal tuberculosis associated with tuber- 
culosis of other parts of the body. 


Certainly 
it appears to be less than 5 per cent. 


In quite 
a few of these cases the destruction of the kid- 
ney tissue is out of all proportion to the symp- 
toms produced. 


According to Woodruff and Bumpus the re- 
sistance of renal tissue to tuberculosis may be 
undergoing a change as its reaction in various 
parts of this continent appear different. They 
state that in the Northwest one sees many cases 
of calcification in the involved areas, not only 
late but early in the disease. In the eastern 
clinics calcified tuberculosis of the kidney is 

















seldom seen, according to them, while in the 
South renal tuberculosis is relatively rare. 
Search in the literature reveals a preponder- 
ance of cases in the North and East as com- 
pared to the South. In my own experience 
while on the staff of the Mississippi State Tu- 
breulosis Sanatorium for five years, I recall 
now only five or six cases of tuberculosis of the 
urogenital tract as a whole, complicating tuber- 
culosis of other parts of the body. I also recall 
quite a few cases which complained of urinary 
symptoms, but in which a thorough search of 
the cause was not made. Therefore, one rea- 
son for the rarity of this condition in our south- 
land may be due to lack of investigation on our 
part, thereby allowing the true condition to go 
undiagnosed. 


The diagnosis does not depend entirely upon 
finding the bacilli in the urine, but when found 
we can rest assured that we have a tuberculous 
lesion somewhere along the urégenital tract, for 
in our opinion, there is no such thing as bacil- 
luria, even though such a possibility has been 
Healthy renal tissue will 
not secrete the bacilli. The tuberculoma or ul- 
cer has to be present. If the bacilli are found in 
the urine we should then have a cystoscopic ex- 
amination made. In the majority of cases 
when this is done there will be found a tubercu- 
lous cytitis, for as a rule the infection has de- 
scended from the kidney to the bladder via the 
ureter and in so doing producing the ulcerations 
and constrictions and dilatations characteristic 
of tuberculosis of the ureter, before the patient 
complains of urinary symptoms and consults 
his physician. Each ureter and kidney should 
be catheterized and the urine examined. If bac- 
illi are found in the urine from both kidneys do 
not make the mistake of concluding that an ac- 
tive process is present bilaterally and therefore 
think that we have an inoperable case. 
instances only one kidney is affected and there 
has been a contamination of the catheter as it 
passed from the bladder thereby contaminating 
The pyelo- 


mentioned by some. 


In many 


the urine from the opposite ureter. 
gram will assist us in determining if only one or 
both kidneys is diseased. 

The guinea pig inoculation is of value, but 
the chief objection to it is we have to wait from 
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six weeks to two months for results and even 
then we can not rely altogether on this as cases 
have been found positive following nephrectomy 
that produced negative results in the pig. As 
Keyes has truthfully stated in his text book on 
Urology “sometimes all signs fail.” 


To many of the practitioners in our state in 
the smaller towns and rural sectons, the advant- 
ages of a cystoscopic examination, pyelograms 
and guinea pig inoculation are not ready at 
hand. Let us not then, when a patient presents 
himself complaining of frequency and hema- 
turia, be content to stop with an urinalysis, and 
because albumin, pus and red blood cells are 
found, call the condition a nephritis, but let us 
insist, especially if there is a past history of 
tuberculosis or of exposure, that he or she have 
pyelogram 


a cystoscopic examination and 


made. In many instances we will discover the 
true condition before it is too late for neph- 
rectomy to save or at least prolong life. 

The treatment of renal tuberculosis, once the 
diagnosis is definitely established, is nephrec- 
tomy. Surgical renal tuberculosis characterized 
by gross changes in the kidneys as shown by 
pyelography is a progressive disease which will 
end fatally unless surgical procedure is insti- 
tuted and the earlier this is done the better the 
chances of a cure. Though the condition may 
remain latent for comparatively long periods of 
time, the tuberculosis may still actually be ac- 
tive. 

Medlar in his experiments and works has 
shown that renal tuberculosis begins as a non- 
surgical lesion that frequently heals. Let us 
not confuse this healing with surgical tubercu- 
losis for in the latter condition to delay a neph- 
rectomy is criminal. Contraindication to a 
nephrectomy exists when there is active tuber- 
culosis elsewhere in the body. Cases have been 
reported where a nephrectomy was performed 
in the presence of active pulmonary tuberculosis 
with beneficial effects, but in our opinion the 
opposite is more often true. We believe that 
it is safer to watch the patient carefully and as 
soon as the tuberculous process in other parts 
of the body becomes quiescent then perform the 
nephrectomy under spinal anaesthesia. Neph- 
rectomy should not be performed in the pres- 
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ence of a myocarditis. Keyes states that tu- 
berculosis of the opposite kidney is not in every 
case a contraindication where one kidney is 
gravely involved and the other only slightly in- 
volved. It is his opinion that where the oppo- 
site kidney is impaired to where the phenolsul- 
phonephthalein elimination is below 30 per cent 
per half hour after intravenous injection, neph- 
rectomy is contraindicated. Any other lesion of 
the opposite kidey markedly reducing its func- 
tion is also a contraindication. Tuberculous 
nephritis of the opposite kidney is a warning 
sign, but not an absolute contraindication. 


CASE REPORT 


This patient had the usual diseases of childhocd. 


influenza, small pox, and repeated attacks of 
tonsillitis until tonsillectomy was performed in 
1931. No serious injuries. Denied veneral infec- 


tion. 


Occupational History: Student until 19 years of 
age. Was a farmer and stock raiser until 1924. Em- 
pleyed by the Light and Power Com- 
pany since then as a bus driver. Has followed this 
occupation constantly except during the intervals 


of acute attacks with the kidney. 


Father died, accident. Mother 
died, cause unknown. Six brothers and sisters liv- 
ing and well. Three brothers dead, one of alcohoi- 
ism, cause of death was not definitely knowa in 
the other two. Patient states they gradually lost 
weight, strength and finally died. No history of 
cancer, epilepsy or insanity or Bright’s disease or 
definite history of tuberculosis nor is there 
definite of exposure to tuberculosis dur- 
ing the patient's life. During the World War he had 
an attack of influenza from which he did not ve- 
cover for about six weeks (it is very probable that 
this prolonged recovery was due to the lightening 
up of an old tuberculous focus). 


Mississippi 


Family History: 


any 
history 


Present Illness: Began in 1919 with the passage 
blood urine at which time he had an 
elevation of temperature. No pain associated with 
the attack. This subsided after a short period of 
rest and for the next two or three years he had 
similar attacks at from 8 to 12 month intervals. 
Since then these periodic attacks became more fre- 
quent and for the past four years has had an aver- 
age of one attack every two months, some of these 
latter being accompanied by pain in region of left 
kidney transmitted to the penis. Each attack had 
always been ushered in by hematuria, by elevation 
of temperature, some sweats, 
during the attack. 

He came under our observation on February 6, 
1935, at which time he had a rather profuse hema- 
turia which persisted until February 9, 1935. This 


of 


in the 


and loss of weight 


O’Mara-McCatt—Renal Tuberculosis 





other measures that produce healing. 








attack began February 4, 1935. He gave a history 
at this time of having lost five pounds in weight 
during past year, and for the past three years: 
had fatigued rather easily on exertion. During 
1929 for a period of two weeks he had profuse 
night sweats every night, but 
since. 

Physical Examination: White male, about 40 
years of age, lying in bed, slightly pale. Skin shows 
no eruptions but is colder than normal to touch. 
Head: Negative. Foul odor of breath. Neck: No ob- 


none before or 


normal pulsations. No thyroid enlargement. No 
cervical adenitis. Chest: Medium deep, medium 


broad and medium long. Movement equal and ex- 
pansion good. Palpation negative. Percussion nega- 
tive. Auscultation: Right lung: expiriation from 
apex to second interspace. No rales before or after 
expiratory cough. Breath sounds audible through- 
out. Left lung: No increased whispered voice 
sounds or prolonged expiration. No rales before or 
after expiratory cough. Breath sounds audible 
throughout, Heart: Apex beat left fifth interspace. 
No thrills, arrhythmias, or murmurs. No cyanosis 
or edema. Pulse rate 116. No sclerosis of arteries. 
Abdomen: No masses felt. Deep palpation in exch 
right and left upper quadrant produces tenderness. 
No rigidity of muscles. G. U.: External genitalia 
negative. Rectum negative. Prostate gland normal 
in size and contour and consistency. Bones and 
joints: Negative. Extremities: Negative. 

Cystoscopy Examination: February 13, 1935. Dr. 
McCall, No. 24 cystoscope passed with ease through 
the urethra and into the bladder. The trigone 
showed massive bullous edema. The area adjacent 
to both urinary orifices was very red and edema 
above referred to so extensive that entrance into 
the orifice was made with difficulty. No. 6 catheter 
passed with difficulty all along its course to the 
left kidney pelvs meeting obstruction at about 
pelvic level. No. 6 catheter passed with some diffi- 
culty to pelvis level of the right ureter. Specimen 
of urine sent to the laboratory for complete exami- 
nation and guinea-pig inoculation. Urine from both 
kidneys rather turbid. Drainage from the right 
kidney is approximately one-half the volume of the 
left in the same length of time. P. S. T. appears 
in the right kidney in 3 minutes and in the left 
kidney in about 3% minutes. See laboratory re- 
ports for examinations and P. S. T. concentraticn. 
Kilateral pyelograms made, both kidneys accommo- 
dating approximately 8 c. c. of the dye wthout dif- 
ficulty or pain. See roentgen ray reports. 
Summary: After review of the history, cysto- 
scopic findings, and pyelograms, I do not believe 
there is any doubt but that this case is one of 
bilateral renal tuberculosis. The treatment of 
this case due to the equal involvement of both 
sides is purely that given in case of pulmonary 
tuberculosis, namely, rest in bed, good food, and 


There is 

















a great deal of calcification in the pelvis of both 
kidneys which gives evidence of repair. In view 
of the history I believe this condition has been 
existent for many years. Patient states he first 
had trouble while in service, again approximately 
one week after discharge, and his symptoms even 
at that time were that of renal tuberculosis. 

Progress: When patient came under our obser- 
vation on February 6, 1935, he had an elevation 
of temperature 99.3° which subsided until February 
i4 when he had elevation of 100 degrees, 
on the 15th elevation 100.3°. This gradually sub- 
sided and reached normal on February 22 remain- 
ing so until March 27 when his temperature shot 
up to 100 degrees and gradually subsided, reaching 
normal temperature on March 30. On April 12 
patient had an acute flare up with elevation of 
temperature of 103.3° and finally reached 104° on 
April 15. It gradually subsided and reached nor- 
mal on April 19. Since then he has had a nor- 
mal temperature until the present with the excep- 
tion of one day his temperature reached 100 de- 
grees. Each period of elevation of temperature 
was accompanied by hematuria, passage of pus and 
mucus in the urine. His pulse rate has rarely 
dropped below 100 since being under observation. 

February 11, 1935. Cystoscopic Urine: Right ixid- 
ney: albumin 0. Microscopic examination: pus 
cells rare, red cells many 2-plus, occult blood posi- 
tive, epithelial cells few, casts 0. Cultures: Sta- 
phylococcis and B. Coli. Animal inocculation 2-11-35. 
PSP-6. 

Left Kidney: albumin definite trace. Microscopic 
examination: pus cells few, red cells many 4-plus, 
occult blood positive, epithelial cells few, casts ‘. 
Cultures: B. Coli. Animal inoculation 2-11-35. PSP 
10. 

Bladder urine: Albumin negative. Microscopic: 
few epithithelial cells. Many pus cells. T. B. stain 
negative. 

Roentgenograms kidneys and bladder. There 
are numerous irregular calcified nodules overly- 
ing both kidneys shadows and apparently are 
multiple stones scattered throughout the major and 

(Feb. 7, 1935.) 

Pyelogram February 11, 1935. Bilateral pyelo- 
gram shows distortion of both major and minor 
calyces, pelvis and ureter. There is irregularity 
and feathering of all the calyces corresponding to 
the calcified areas and others independent of the 
calcified areas. The ureter and pelvis show ir- 
regular negative filling defects which appear to be 
projections from the wall, such as small paplillo- 
matous masses would produce. Impression is that 
this is extensive tuberculosis involving both 
kidneys and ureters with calcification and irregu 
lar bullous edema. 

Stereo chest February 18, 1935 negative. 


minor calices. 


Repeated centrifuged specimens of urine 2300 
revolutions per min. for 15 minutes have been 
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negative for tubercle bacilli. Guinea pig inocula- 


tion negative. A series of cultures from the urine 
for tubercle bacilli have proven negative. Wasser- 
mann negative. 


CONCLUSIONS 


1. Let us again emphasize the necessity for 
complete urological study of all cases of tuber- 
culosis with urinary symptoms. 

2. It is just as important to make repeated 
examinations of centrifuged specimens of urine 
during the course of treatment of any case of 
tuberculosis for very often renal tuberculosis 
may reach a rather advanced stage before pro- 
ducing symptoms, 

3. In any case complaining of frequency and 
hematuria diligent search for tuberculous foci 
in every part of the body should be made as 
well as of the urogenital tract. 





PLEA FOR BETTER OBSTETRICS* 
CHARLES LE BARON, M. D. 
GULFPORT, Miss. 

In years gone by, years before this age of 
hustle and hurry, it was stated that “labor was 
a normal physiological process ;” but we 
are forced to look upon it as a grave surgical 


now 


problem. 


There is bound to be some cause for this 
change other than the decadence of the race 
due to living a life of ease or improper use of 
foods and drink. Of course, there always has 
and always will be unavoidable complications 
in childbirth which mitigate against the life of 
child and mother. 

Anemia, hypertension, tuberculosis, diabetes, 
kidney and heart diseases present grave compli- 
cations for the mother. “It is claimed that 55 
per cent of a large number of cases of sepsis 
occurred in nermal deliveries and the important 
conclusion was reached” that “neither improve- 
ment in ante-natal work nor increased dexterity 
or judgment in obstetric operations will have 
any considerable effect upon the moiety of the 
fatalities; the social status of the patient and 


*Chairman’s Address, presented before the Sec- 
tion on Medicine at the Sixty-Eighth Annual Ses- 
sion of the Mississippi State Medical Association, 
Biloxi, May 14, 1935. 
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nature of the environment during pregnancy 
have little or no influence on the incidence of 
sepsis ... . 50 per cent of puerperal sepsis mor- 
tality occurs under clinical normal conditions 
and is quite unpreventable.” (Current Medical 
Digest, January, 1935). 

But notwithstanding this, our death rate is 
entirely too high. True, in some sections it is 
better than in others; but as a whole, our death 
rate compares unfavorably with other coun- 
tries. United States mortality rate per 1,000 
live births is 6.4, whereas France has 2.5, Italy 
2.8, Norway 2.6, Sweden 2.7, Czechslovakia 
4.3, and the only countries close to us, England 
and Wales, have 5.4. Northern Ireland is the 
same as ours; and in 1933, Chile had 8 .4 and 
Scotland 6.3. Of course, the claim is made that 
the statistics of other countries differ from 
ours and if calculated on the same United 
States method of assignment, it would increase 
the death rate of France to 2.8, England and 
Wales to 6.4, Esthonia to 4.0, Italy to 2.9, Nor- 

way and Sweden to 3.1. 

Dr. Elizabeth C. Tandy writes under “Com- 
parability of Maternal Rates in U. S. and For- 
eign Countries,” “Differences in method of as- 
signment are sufficient to explain the high 
maternity rate in the U. S. as compared to oth- 
er countries. The official figure for the U. S. 

. remains high no matter what method of 
assignment is used.” 


Of special interest to us are the statistics of 





MATERNAL DEATH RATES PER 1,000 
LIVE BIRTHS 


White Negro 
1920 8.5 $5 11.6 
1921 8.0 5.9 12.2 
1922 6.8 5.0 8.5 
1923 7.1 49 9.0 
1924 8.9 6.0 11.8 
1925 9.1 6.2 11.7 
1926 7.3 6.0 8.5 
1927 8.3 5.5 11.0 
1928 8.2 6.6 98 
1929 8.5 6.6 10.2 
1930 9.7 7.2 12.0 
1931 74 5.9 8.9 
1932 5.7 4.6 6.7 
1933 6.8 5.5 79 
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our own State of Mississippi from 1920 to 
1933. This report from the Bureau of Vital 


Statistics shows some improvement, that is 8.5 
in 1920 to 6.8 in 1933. 


This report is bad; but, having been local 
registrar of births and deaths for many years, 
I feel certain that if all births were reported, 
Mississippi would have a reduced mortality. 
There are men in my registration district who 
will never report a birth unless the mother died 
and no burial can take place without a burial 
permit; and they are afraid to send in death 
certificates of the mothers without the birth 
certificates of the babies. As this occurs in 
one district, it likewise does in many; and 
when statistics are computed on 1,000 live and 
still births, our statistics are not as reliable as 
they should be. I would here urge all doctors, 
no matter how busy they may be, to spare a 
few minutes after attending an obstetrical case 
to fill out the birth certificate. This will not 
only help to clarify statistics; but it will supply 
the baby with the data to prove at least its 
legitimacy. 

In clearing up statistics, the Journal of the 
American Medical Association, March 16, 
1935, has a very enlightening editorial on this 
subject. “The rates for the U. S. were reclas- 
sified on the same basis of assignment of cause 
as that made in each of the foreign countries. 
When this was done and a comparison made, 
the U. S. rate was still in excess of the official 
rates of the respective countries with one ex- 
ception (Scotland ) The best position 
which the United States could have achieved 
was fifth from the highest, when its rate was 


determined under the system of Norway and of 
England and Wales.” 


Dr. Fred L. Adair, Chicago, says, “Further- 
more, there are often more causes than one to 
which death may be attributed . .. . It is for 
this reason among others that there has been 
so much discussion relative to the exact posi- 
tion which the United States occupies, with ref- 
erence ot maternal mortality in the family of 
nations . . . In most instances the methods used 
in other countries lower our death rates from 
puerperal causes, but not sufficiently to remove 
the United States from its position near the 





+ 
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top of the list of those having the highest ma- 
ternal mortality rates.” 

Further on, Dr. Adair makes some pertinent 
remarks, “There has been much in favor of 
hospitalization of maternity cases from the 
points of view of both the patient and the phy- 
sician. In many instances, the institutions were 
not planned and equipped for the adequate care 
of these patients. The personnel, both nurses 
and doctors, have too frequently had insuffi- 
cient education and training in this field, as a 
rule through no fault of their own.” 

In Illinois ,as in Mississippi, the colored 
mortality is greater than the white; but in 
Georgia, or rather Atlanta, Dr. Jos. R. Mc- 
Cord states, “That it is possible to sell good 
obstetric care to ignorant colored women seems 
Of 1,721 women 
delivered during the year, 1,602 had. visited the 
pre-natal clinic one or more times. 


to be proven by this report. 


“We cannot agree with the opinion that has 
been expressed; namely, that colored women 
are better surgical and obstetrical risks than 
white women. On the contrary, we think they 
are poorer risks. 

“It would seem, where no special environ- 
ment or unusual equipment, a mortality rate of 
1.8 per 1,000 live births was obtained, that the 
conservatism, largely responsible, is perhaps 
worthy of emulation.” 

That this problem is not only for the pro- 
fession but is also engaging the attention of the 
thinking public, is evidenced by the many ar- 
ticles appearing in the day press. “Time,” De- 
cember 17, 1934, under Medicine, quotes from 
a report of Dr. Wm. R. Nicholson, “Philadel- 
phia midwives delivered 95,151 women in the 
past 20 years and lost only 74 .. . During the 
past three years, local obstetricians delivered 
99581 women and lost 717.” 


This, of course, is a drastic criticism of the 
medical profession in that locality; but let us 
remember that the midwife is not allowed to 
use forceps, do versions, or treat placenta pre- 
via; and in a great majority of cases, women 
attended by midwives are exhausted after days 
of hard labor; and consequently, when moved 
to a hospital or treated by a physician, are poor 
obstetrical or surgical risks. And _ the death 


in this case is charged against the doctor, 
whereas, it is in reality the fault of the mid- 
wife. 

That obstetrics has made a phenominal im- 
provement in the past few years, no one will 
gainsay. 

The large hospitals and schools are giving at- 
tention to this work whereas, not so many years 
ago, obstetrics was taught by the professor of 
anatomy ; and the course was optional with the 
student. Today most of the schools have pro- 
fessors of obstetrics; and a few still combine 
obstetrics with gynecology. 

What then is required to change our high 
mortality rate? (1) Education; (2) proper pre- 
natal examination, (3) less hurry. 

Some states, especially New Jersey and Vir- 
ginia, are having clinics frequently throughout 
the state. The Educational Committee in New 
Jersey is presenting the idea of better obstet- 
rics to the public as well as to the physicians. 


In a paper Dr. Arthur W. Bingham, Chair- 
man of the Maternal Welfare Committee, State 
Medical Society of New Jersey, writes, “Dur- 
ing the existence of the Maternal Welfare Com- 
mission, the uncorrected maternal mortality for 
Essex County, according to State Board of 
Health, has been reduced from 6.9 to 4.4 per 
1,000 live births; and in Newark from 7.4 to 
4.5 per 1,000 live births.” 

One of the requirements in New Jersey is 
consultations in all the following cases: (a) all 
prolonged labors (24 hours), (b) caesarian sec- 
tions, (c) breech presentations, unless very 
premature, (d) difficult forceps cases or ver- 
sions, (e) occiput posterior cases requiring for- 
ceps or version, (f) other complicated cases, 
eclampsia, placenta previa, etc. 

Dr. J. Allison Hodges, president of the Med- 
ical Society of Virginia, in writing of the edu- - 
cational advantages to the physician, both white 
and colored, rendered by the clinics throughout 
the state, states, “More than three hundred phy- 


“ sicians have enrolled in twenty-five classes; and 
their attendance has averaged higher than 75 


per cent. In scores of written comments upon 
the courses, in reply to inquiries by the execu- 
tive secretary, only six physicians have written 


that they were not beneficial to them.” 
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To be benefi- 
cial, this course should be given at least once 
a year. 


sissippi, only to a less degree. 


I am just in receipt of a communication from 
the Committee on Postgraduate Medical Edu- 
cation in Mississippi which states that pre-natal 
care is absolutely necessary and, besides, a good 
history and thorough physical examination. Ba- 
sal metabolism, Wassermann, blood picture, fre- 
quent microscopical examinations of the urine, 
with measurements of the intake and output of 
fluids, Blood and 
weight, with proper diet, are absolutely neces- 
sary. The weight does not so much indicate 
excess in carbohydrates and other fat forming 
foods as it does the retention of the fluids in 
the tissues. 


are necessary. pressure 


We have long since gotten away 
from the old adage that a pregnant woman must 
eat for two. 


in our 
state there are few, if any, devoting all their 


Finally, do not hurry. Of course, 
time to obstetrics; and the deliveries are done 
by the general practitioner, who already has 
more ‘ork to do than he can reasonably get 
through with; so the sooner he completes his 
case, the sooner he can make the many visits 
awaiting his return; and right here is where 
our high mortality comes in. The early and ex- 
cessive use of pituitary extract may shorten the 
labor, as will alsa the early application of for- 
ceps; but therein lies the danger both to moth- 
er and child. These are beneficial remedies 
but do not resort to them except when neces- 
sary for the saving of life. 

How often have we seen an occiput posterior 
converted into an anterior with spontaneous de- 
livery; when the necessary traumatism result- 
ing from a forcible delivery may jeopardize 
the life of the mother. Watchful waiting is 
undoubtedly the solution of many of our prob- 
lems. 


Watch pulse and blood pressure; keep a rec- 
ord of the foetal heart; and use your powerful 
oxytocics only after the delivery of the child. 

I cannot pass over without some comment on 
the excessive use of analgesics and anesthetics 
which are so commonly used today. It is our 
duty to give the mother all relief possible; but 
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This same course is being carried out in Mis- 





we can easily overdo this, and occasionally we 
have another unnecessary maternal death for 
which to account. 
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and 
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Stannus’ comment that inexperience with a 
disease may account for the absence of re- 
corded observations of it is peculiarly appli- 
cable to lymphogranuloma inguinale in New 
Orleans. Prior to our introduction of the 
Frei test in Charity Hospital in May, 1934, 
not a single case of this condition had been 
observed in that institution. Within the next 
six months, we were able to recognize 154 
cases, covering practically all of its manifes- 
tations. This, of course, is about what would 
be expected in the light of available data. 
No preference for certain climates can be in- 
ferred from the previous studies, which mere- 
ly indicate that the disease has been recog- 
nized wherever medical education develops 
an interest in such studies, while the fact 
that nearly all the reported cases have been 
observed in the larger cities is the logical 
corollary of that interest and by no means 
indicates that it is not as frequent in rural 
districts. On the other hand, a high inci- 
lence of the disease is to be expected in such 
a city as New Orleans and such an institution 


*Read before the Orleans Parish Medical Society 
March 11, 1935. 

*From the Departments of Pathology and Bac- 
teriology, Louisiana State University Medical Cen- 


ter and Charity Hospital of Louisiana, New Or- 
leans. 


¢It must be emphasized at this point that lymph- 
ogranuloma inguinale should not be confused with 


granuloma venereum (granuloma __inguinale), 


which involves not the lymphatic system but the 
skin and subcutaneous tissues of the pudenda, 
groin and perineum, and which 
the finding of Donovan bodies. 


is diagnosed by 
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as Charity Hospital, where negroes form a 
large proportion of the population, for the 
frequent incidence of the condition in the 
colored race has already been pointed out by 
other students of the disease, none of whom, 
however, 


seem to have observed as many 


cases as it has been our opportunity to study. 


GENERAL CONSIDERATION 


Lymphogranuloma inguinale?, which has 
also been termed the fourth venereal disease 
(Cole), the sixth venereal disease (Stannus), 
and lymphopathia venereum (Sulzberger and 
Wiese), is caused by a filtrable virus which 
can be transmitted to certain 
species of monkeys, and other experimenta! 


white mice, 


animals. Following the technic of Heller- 
strom and Wassén,:and of Levaditi and his 
co-workers, we were able to isolate the virus 
in seven cases of acute inguinal buboes in pa- 
tients with positive Frei reactions, all cf 
whom were life-long residents of Louisiana. 
In each of these cases intracerebral inocula- 
tion of white mice or monkeys (common 
marmosets) produced the same fatal menin- 
go-encephalitis described by the Continental 
the 
tained from the brain emulsions of infected 


investigators. Furthermore, virus ob- 
animals could be transmitted to other ani- 
mals of the same or another species, and up 
L20 
transmitted in our laboratory through fifteen 


An- 


tigens prepared from 20 per cent sterile brain 


to the present time strain has been 


passages (v. Haam and Lichtenstein). 


emulsions of these animals by the Frei tech- 
nic apparently possess the same diagnostic 
value as those obtained from the pus of acute 
inguinal buboes in human cases of lympho- 
and v. 


granuloma (Lichtenstein 


Indeed, we found in 


inguinale 


Hiaam). our clinical 
work that the antigen prepared from the in- 
fccted monkey brain not only affords a large 
supply of material for diagnosis, but is ac- 
tually more stable and can be more readilv 
standardized than the antigen prepared from 


human cases. 


Lymphogranuloma inguinale has been rec- 
ognized in the male, at least, for seventy- 
five years or more, as an unusual form of 
venereal infection occurring not only in the 


tropics among natives and sailors, but als» 
in the slum districts of large cities located ‘in 
temperate climates. Probably because it ts 
often difficult to distinguish clinically this 
type of infection from the type of inguinal 
adenitis secondary to syphilis or chancroidal 
infection, the early case reports, such as 
those of Klotz in 1890, did not attract the 
attention they merited. Nicholas 
and Favre (1913) first described a specific 


Durand, 


type of glandular suppuration occurring in 
inguinal buboes and presenting a definite 


histopathologic picture. They termed the 


condition “lymphogranulomatose 


inguinale 
subaigue,” and while they shrewdly suspect- 


ed the veneral nature of the disease, 


they 
were apparently unaware of its manifesta- 
tions in the female. For that matter, many 
writers today seem unaware of the protean 
nature of this disease and have failed to rec- 
ognize it as the etiologic factor in rectal 
stricture and in certain granulomas of the 


pudenda. 


The interest of the medical world in lym- 
phogranuloma inguinale was tremendously 
stimulated by Frei’s discovery in 1925 of tise 
specific skin test which bears his name and 
which affords a simple and reliable method 
of diagnosis. The intracutaneous injection 
of O.1 ce. of sterile antigen in individuals 
who are or have been afflicted with this dis- 
2ase produces an indurated inflammatory 
area, 0.5 cm. or more in diameter, which 
reaches its maximal development within 48 
hours. The specific skin reactivity per- 
sists indefinitely and it has been observ- 
ed as long as 30 to 40 years after the clinical 
symptoms have subsided (Cole). This test, 
like the tuberculin reaction of v. Pirquet, in- 
dicates not necessarily an active disease pro- 
cess but rather that the patient at some 
tne or other has been infected with the cau- 
sative virus. It must be borne in mind, 
therefore, when the test is employed, that 
a positive reaction does not exclude the pos- 
ma inguinale long before the present lesion 


developed. 


The specificity of the Frei reaction in the 
diagnosis of lymphogranuloma inguinale has 









Ou. 


been confirmed in the ten years that have 
elapsed since its introduction by a great 
number of observers. The method of identi- 
fying a disease solely on the basis of skin 
reactivity has naturally met with criticism, 
but experimental work has justified Frei’s 
claims. Findlay, for instance, fully con- 
firmed the clinical concept of the identity of 
climatic bubo and inguinal adenitis (lym- 
phogranuloma inguinale) based upon the 
diagnostic skin reaction of Frei. The form- 
er lesion was first described by Trousseau 
in 1865 among the Creoles of the islands of 
Reunion and Maurice, and was subsequently 
noted rather frequently among sailors who 
had had intercourse with native women in 
tropical seaports. It is a suppurative lym- 
phadenitis similar to the lesion described by 
Nicholas and Favre on the Continent, and 
the identity of both lesions was suggested 
b; Frei, who found that an antigen prepared 
from one lesion gave a positive reaction in 
the other. Findlay’s experiments showe’l 
that the bacteria-free filtrate of pus or cf 
lymph gland emulsion in both diseases pro- 
duces in susceptible animals the same char- 
acteristic fatal meningo-encephalitis. 

In the same way, it has been possible to 
recognize by this test as other manifestations 
of lymphogranuloma inguinale certain hith- 
erto ill-defined chronic ulcerative and hyper- 
trophic lesions of the female genitalia pre- 
viously attributed for the most part to 
Finally, the observations of Frei 
and Koppel in 1928 identified lymphogranu- 
loma inguinale as the causative factor in 
rectal stricture. Since 1928 considerable 
evidence, both clinical and experimental, has 
been adduced to show that lymphogranuloma 
inguinale is responsible for the overwhelm- 
ing majority of inflammatory strictures of 
the rectum, and that syphilis, gonorrhea and 
tuberculosis, contrary to what was taught 
for many years, are of distinctly minor im- 
portance. 


syphilis. 


The disease can no longer be regarded a3 
rare in the United States. In 1924 Hans- 
mann described four cases of “non-tubercula; 
granulomatous lymphadenitis” in which the 
clinical and pathological picture strongly sug- 
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gests that he was dealing with lymphogranu- 
loma inguinale, and it is interesting to note 
that he attempted to differentiate these cases 
from cases of climatic bubo described fro 
time to time previously, particularly by 
naval medical officers. De Wolf and Van 
Cleve, in 1932, published the first large 
series of cases in the United States in whicn 
the Frei test had been used for diagnosis, 
their report covering 1010 cases, in 58 of 
which the test was positive; in the latter 
group a positive story of the disease could 
be elicited. The Frei-positive cases reported 
in this country up to this writing are shown 
in Table I, which does not include the cases 
of climatic bubo published from the various 
Marine Hospitals, because, although their 
etiology is now entirely apparent, they weie 
described before the introduction of the Frei 
reaction (Wilmoth, Whitmore et al). For 
the same reason the table does not include 
the unconfirmed cases of lymphogranulome 
inguinale described in the United States by 
Barber and Coogle; Cannon; Gross; Ives 
and Katz; Hillsman, Wilshusen and Zim- 
merman; Weeks; O'Reilly, 
Stowe. 


Delprat and 


Since July, 1934, the Frei test has been 
used routinely in Charity Hospital on all 
patients who came under our observation 
suffering with inguinal buboes, chronic ul- 
cerative or hypertrophic lesions of the vulva, 
granulomatous lesions of the cervix, and in- 
flammatory stricture of the rectum, these 
being the most frequent manifestations of 
the disease. We have been able, as the re- 
sult of this test, to establish the fact. that 
lymphogranuloma inguinale is a widely pre- 
valent disease in New Orleans, particularly 
among the colored population, and there 
seems no reason to doubt that it was present 
in the city long before the introduction of 
the Frei reaction for diagnosis. With the 
idea of determining this point, we analyzed 
the available hospital records between the 
years 1911 and 1933 of all cases filed under 
the diagnosis of elephantiasis of the vulva 
and rectal stricture. Prior to 1911 there are 
no recorded cases of either condition. In- 
guinal adenitis was not included in this 








an 


lal 
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analysis, because of the obvious difficulty of 
differential diagnosis without the requisite 
jaboratory data. 

The records include 40 cases of elephan- 
tiasis of the vulva and 1285 of rectal stric- 
ture, not more than 10 per cent of the latter 
being postoperative or obviously neoplastic. 
The detailed investigation which we had 
hoped to make was impossible because the 
available data, particularly in the earlier 
cases, were frequently too incomplete an 
fragmentary to permit it, but it seems fair 
that lymphogranuloma inguinale 
could be justifiably suspected in at least 20 
per cent in the cases of elephantiasis of the 
vulva, on the basis of associated ano-rectal 
lesions or of healed inguinal adenitis, and in 
most of the cases of rectal stricture, because 
cf their occurrence in negro females and their 
association with pudendal lesions. 


to say 


This communication is based upon a de- 
tailed analysis of 154 cases of lymphogranu- 
loma inguinale, 86 of which occurred in the 
male and 68 in the female. 
different 


Because of the 
manifestations of the diseases iu 
ezch sex, the lesions in the male and female 
will be considered separately. 

“LESIONS IN THE MALE 

Eighty-six cases of lymphogranuloma in- 
guinale were observed in the male. Ejigh- 
teen patients were between 18 and 20 years 
old, while 50 were observed between 20 and 
30, the period of greatest sexual activity. 
The oldest patient with an inguinal bubo 
was 58. Only eleven patients, 13 per cent, 
were white. 

The characteristic lesion of the disease in 
the male is the inguinal bubo, which is pre- 
ceded, however, by a small primary lesion, 
herpetic, ulcerative or papular in character, 
which appears at the site of infection by the 
virus, and which is likely to be ovérlooked 
by the patient. In 11 cases in this series, 
however, a history was obtained of an evanes- 
cent minute papular or ulcerative lesion on 
the prepuce or the glans penis, and 10 oi 
these lesions were actually observed in the 
healing crusted stage, although no biopsies, 
unfortunately, could be obtained. In three 


other cases a transient without 
antecedent gonorrhea, suggested the possibil- 
ity of a primary urethral lesion. 

Approximately half the patients sought 
treatment in the acute stage of their illness, 
within a few days to three weeks after the 
appearance of the bubo. Twenty-five others 
presented the subacute stage of the disease, 
in which constitutional symptoms are no 
longer present, and had had their buboes 
from three weeks to three months. The 
chronic stage of the condition was demon- 
strated in eight patients who had had sup- 
purating sinuses for several months or even 
years, and nine patients who entered the 
hospital for treatment of other venereal dis- 
eases showed inguinal scars indicating au 
old healed infection. 


urethritis, 


The clinical symptoms of inguinal bubo 
and the physical appearance of the lesion 
naturally vary with the stage of the disease 
and the virulence of the virus. 
treme is the large, painful, tender bubo 
days duration, which is un- 
dergoing rapid suppuration; at the other ex- 
treme is the indolent bubo without constitu- 
tional symptoms, which gives rise to a posi- 
tive Frei reaction only after three or four 
weeks and which persists for several months 
without much tendency to suppuration. 


At one ex- 


of several 


In the acute cases, particularly when the 
infection was severe, the inguinal glands 
were noted to be so large, swollen and pain- 
ful that locomotion was frequently difficuit. 
3ilateral involvement was observed in 19 
In addition to the local symptoms of 
the acute condition, more or less severe con- 
stitutional symptoms were manifest in many 
patients during the early stage of the in- 
fection. Fever, ranging to 103° F., accom- 
panied the onset of the inguinal adenitis ‘n 
eleven cases, while headache, weakness, 
anorexia and profuse sweating were fre- 
quently noted, and sometimes lasted for 
several days or even several weeks. In 
some instances the intensity of the symptoms 
were out of all proportion to the local mani- 
festations, and seemed, if one reasons by 
analogy from experimental inoculation cf 
animals, to coincide with the period of inva- 


cases. 
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sion and dissemination of the virus within 
the body. 

The acute bubo is a firm, hard mass involv- 
ing the various groups of inguinal lympa 
nodes. At first this not attached 
to the skin subcutaneous tissue, but 
within a few weeks the glands tend to be- 
come fluctuant and adherent to the overly- 
ing skin, which at this stage is discolored, 
dark and (“blue-balls”’). It 
about this time that the Frei reaction be- 
comes positive. The majority of the buboes 
which observed reached this fluctuart 
stage, only a small number regressing spon- 


taneously, usually after a period of several 
weeks. 


mass is 


and 


violacious 


is 


we 


In cases of fluctuation, surgical treatment 


seems indicated. 
was therefore 


Incision and drainage 
28 of these cases 
and excision (adenectomy) of the swollen 
glands eight. 11 untreated 
the suppurating buboes perforated spon- 
taneously through the skin, with the form- 
ation of multiples 
grayish-yellow 


done in 


in In cases 


inuses draining viscid, 


pus. These chronic cases 
are characterized by a tendency toward de- 
layed healing, and the draining sinuses may 
persist for months or even years, while in- 
guinal scars remain indefinitely as an indica- 
tion of the previous infection. 


The possibility of recurrent infection with 
the virus of lymphogranuloma inguinale 
seems clear from the histories of four patients 
in this group. They told stories of previous 
inguinal buboes, without accompanying pe- 
nile sores, one, four, eight and sixteen years 
respectively before the onset of the present 
adenitis, with which, 


associated. 


also, 


penile lesions 


were not From these observa- 
tions it would appear that infection with 
lymphogranuloma inguinale does not always 
confer permanent immunity and that rein- 
fection with the quite possible. 
Recrudescence or exacerbation of subsiding 
acute buboes was fairly common in the cases 
which we studied. 


virus is 


Multiple venereal diseases were quite fre- 
quent in these patients, as would be expected 
in the social stratum in which lymphogranu- 
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loma inguinale occurs. In many instances 
the positive Wassermann reaction indicated 
a syphilitic infection, while eight patients had 
gonorrheal urethritis and nine a complicating 
chancroidal infection of the penis, which ap- 
peared after the bubo. Two patients, in ad- 
dition to inguinal buboes, showed ulcerating 
lesions of the groin resembling granuloma 
venereum. 


The excised glands showed microscopically 
the typical changes described by Nicholas 
and Favre and others. The salient feature, 
i.e., miliary abscesses surrounded by a 
o: endothelial 


biopsy 


wa!l 


cells, was constant in 
material. In addition, there 


usually a periadenitis with fibrosis. 


our 
was 


LESIONS IN THE FEMALE 


Rectal stricture, which was observed ii, 
three-quarters of the 68 female patients, is 
the most important manifestation of lympho- 
granuloma inguinale in that sex, and has re- 
cently been described in detail by one of us 
(Lichtenstein). Other lesions in the female 
included, on the basis of the classification 
recently proposed by Stannus, eight cases oi 
inguinal bubo, in three of which a small 
crusted lesion or shallow ulceration on the 
external genitalia apparently represented the 
primary lesion, and eleven cases of esthio- 
mene and chronic elephantiasis of the pu- 
denda without rectal stricture. 

The age range in the female group was 
from 14 to 60 years. The greatest incidence, 
naturally, was in the third decade, the period 
of greatest sexual activity, but approximate- 
ly 60 per cent of the patients were. beyond 
that age. All but one of the 68 cases occur- 
red in colored women, and this predilection 
of the disease for the negro must be regarded, 
as we have already pointed out, as quite 
characteristic. The duration of symptoms 
varied with the type of lesion present. In 
cases of inguinal bubo the suppuration and 
pain necessitate early medical consultation, 
end such patients were observed from three 
weeks to six months after the onset of symj- 
toms. In cases of esthiomene and elephan- 
tiasis of the vulva no patients were seen he- 
fore the lapse of six months, and in some 
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iastances they were observed as late as two 
Fre- 
quently they had received treatment by their 


years after the onset of symptoms. 


local physicians before they applied to the 
hospital. In cases of rectal stricture, unless 
secondary proctitis or a very tight stricture 
induces the patient to seek earlier treatment, 
several years may elapse before hospitaliza- 
tion is sought. 


The symptomatology and clinical course 
in the cases with inguinal buboes did not 
differ materially from the cases observed 1m 
males. The ulcerative lesions of the vutv4 


in esthiomene were usually painful and 
tender to palpation, findings which help to 
distinguish them clinically from the vulvar 
The latter, 


moreover, frequently extend into the grcin 


lesions of granuloma venereum. 


or over the perineum, while the lesions of 
lymphogranuloma inguinale are limited to 
the pudenda and involve either the external 
The 
tends to be shallow and irregular, without 
demarcation (Fig. 1). 


or internal labia. area of ulceration 











ail ] 





FIG. 1. 
months 
sermann 


Ulcerative lesion 
duration. 


reaction. 


of labia minora of seven 
Positive Frei reaction, negative Was- 


It is often very difficult without the use 
of the Frei test to distinguish ulcerative 
lesions due to lymphogranuloma inguinale 
from those caused by syphilis, but with it the 
The test 
is equally valuable in differentiating chronic 
ulcerative or hypertrophic vulvar lesions due 


diagnosis is immediately evident. 


to lymphogranuloma inguinale from those 
caused by granuloma venereum. Chronic 
hypertrophic lesions may involve one or buth 


labia, and occasionally the clitoris (Fig. 2). 














FIG. 2. Hypertrophic lesion of vulva (elephantiasis) 


of ten months duration, involving right labium and 
clitoris, associated with ulceration of labia minora. Posi- 
tive Frei reaction. 

The labia may be thickened to firm rolls but 
are not as firm as in lesions due to granuloria 
venereum. Occasionally the hypertrophic 
pudenda may be pedunculated or pendulous 
and the skin, while slightly thickened, ani! 
edematous, is less indurated than in lesions 
cue to granuloma venereum. 

The symptoms of inflammatory stricutre 
of the rectum due to lymphogranuloma ir 
guinale are best classified in five groups, 
namely, low-grade 


obstruction, proctitis, 


associated lesions, malnutrition, and consti- 
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tutional symptoms. Chronic constipatiox 
and painful straining at stool, often for a 
period of several years, were noted in nearly 
all our 49 cases, and approximately 57 pez 
cent of the patients gave a history of a sar- 
guino-purulent or frankly purulent discharge 
(“corruption”), particularly when straining 
at stool, which is characteristic of proctitis. 
Proctitis of long duration usually affects the 
general health, and in patients so afflicted 
malnutrition, loss of weight and secondary 
anemia were frequent findings. 


The stricture, usually annular in type, is 
situated in 80 per cent of all cases within 4 
to 6 cm. above the anus, and varies in degree 
from a mild stenosis to a firm construction 
which will not admit the index finger. The 
rectum, in advanced cases, may be exquisite- 
ly tender on palpation. There is invariabiy 
present also some degree of induration of the 
lowermost rectal segment, and the thick, 
irregular, band-like or corrugated feel of the 
lumen below the stricture one learns by ex- 
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FIG.3. Complete genito-ano-rectal syndrome of three 
years duration. Hypertrophy of right labium, fistulac- 
in-ano and perianal scarring, associated with rectal 
stricture. Positive Frei reaction. 


perience to regard as very characteristic, 
Fistulae-in-ano and anal tags (so-called 
“hemorrhoids’) are frequent associated le- 
sions, especially when proctitis is present. 
They were noted in about a third of these 
cases, while the complete genito-ano-rectal 
syndrome, i.e., rectal stricture associated with 
pudendal lesions, was observed in four (Fig. 
3}. 

The predilection of inflammatory stricture 
of the rectum for females, and particularly 
negro females, the simultaneous presence ct 
vulvar lesions, or the presence of inguinz! 
scars indicating old healed buboes are ali 
features which help one to make a correct 
diagnosis ; moreover rectal stricture, like the 
other manifestations of the disease in the 
female, gives a positive Frei reaction. 

Pathologic material obtained at biopsy, 
surgical resection and necropsy shows a type 
oi chronic inflammation exhibiting certain 
features of lymphatic involvement which are 
apparently common to all lesions of lympho- 
granuloma inguinale and which occur in the 
pudenda as well as in the rectum. The in- 
guinal bubo, naturally, shows the same his- 
tclogic picture as does the similar lesion in 
the male. The hypertrophic and ulcerative 
lesions of esthiomene are characterized bv a 
peri-lymphangitis and a thrombo-endo-lym- 
phangitis, with marked dilatation of the 
lymph vessels. The paravascular infiltration 
with small round cells around the lymphatics 
accompanying the larger blood vessels miay 
be differentiated without great difficulty 
from the perivascular infiltration of syphilis. 

The histologic features of inflammatory 
stricture of the rectum have been clarified 
by the able pathological researches of Bar- 
thels and Biberstein, and may be summar- 
ized as follows: destruction and ulceration 
of the mucosa; infiltration of the muscularis 
by miliary accumulations of lymphocytes 
and plasma cells; dilatation of the lymphatics 
with peri-lymphangitis and endo-lymphangi- 
tis. The indurated periproctitic fat and con- 
nective tissue show paravascular and _ pett- 
vascular infiltration. Biopsy, it should be 
emphasized, scarcely enables one to make a 
diagnosis more definite than chronic inflam- 
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mation, even when it causes one to suspect 
lymphogranuloma inguinale, and it should 
always, therefore, be supplemented by the 
Frei test. 

Syphilis and pellagra were the most fre- 
quent associated diseases in this group of 
Fifteen patients, 


cases. approximately 20 


per cent, had positive Wassermann re- 
actions, which is probably less than the 
number of cases of syphilis since sev- 
eral patients with negative Wasserman re- 
actions had a history of previous antiluetic 
therapy. The incidence of syphilis, however, 
is probably no higher in this group than it 
would be in a similar group of negro women 
under treatment for some other venereal dis- 
ease such as chancroid or gonorrhea. 

Seven patients with rectal stricture, 14 
per cent of the total number, also suffered 
from pellagra, and the association seems tou 
frequent to be set down to mere coincidence. 
Since the symptoms of rectal stricture defin- 
itely antedated the onset of dermatitis in 
most cases, the logical conclusion is that 
rectal stricture predisposes to pellagra. The 
symptoms of the latter condition tend to 
clear up with appropriate diet and with rou- 
tine treatment of the rectal stricture, but 
there is a notable tendency toward recur- 
rence, and the prognosis in such cases should 
be guarded. 

SUMMARY 

1. This paper is an analysis of 154 cases 
of lymphogranuloma 
with the Frei 


inguinale diagnosed 
reaction and observed in 
Charity Hospital in New Orleans over a 
period of six months. 

2. The characteristic lesion in the male 
is the inguinal bubo, and in the female, in 
order of frequency, inflammatory rectal stric- 
ture, esthiomene and chronic elephantiasis cf 
the vulva, and inguinal bubo. 

3. Seven local strains of the causative 
virus of the disease were isolated from acute 
inguinal buboes and successfully transmitted 
to experimental animals. 

4. An analysis of the Charity Hospita! 
records covering rectal stricture and elephan- 
tiasis of the vulva from 1911 to 1933 indi- 
cates that lymphogranuloma inguinale, al- 


though unrecognized, has been endemic in 
New Orleans for many years. . 

5. The large number of cases observed 
over a short period indicates that the dis- 
‘ase is widespread in New Orleans at the 
present time, particularly among the negro 
population. 

6. The first step in the control of this 
venereal disease is the recognition of the con- 
dition and the comprehension of its various 
manifestations by the whole medical profes- 


sion. 
TABLE I 
Number of 
City State Year Author Cases 
New York New York 1931 Wiese 1 
19231 Bloom 7 
Philadelphia Pennsylvania 1933 Martin 20 
Cleveland Ohio 1922 de Wolf 58 
van Cleve 
Cincinnati Ohio 1984 Lee 14 
Staley 
Indianapolis Indiana 1934 Dalton 24 
Chicago Illinois 1932 Amtman 3 
Pilot 
1934 Wien 16 
Perlsteiy: 
1954 Lash 1 
Dorne 1 
Zakon 
Lexington Kentucky 1934 Alley 22 
Kansas City Missouri 1934 Hall 1 
Stookey 
Fort Smith Arkansas 1951 Goldstein 2 
Byars 
San Antonio Texas 193% Lehmann 7 
Pipkin 
Omaha Nebraska 1933 Tomlinson 3 
Cameron 
San Francisco California 1934 Templeton 1 
Smith 
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DISCUSSION 


Dr. Max M. Green: My experience with lympho- 
granuloma inguinale is limited wholly to the 
patients of the Colored Male Clinic of Charity 
Hospital. These negro men usually come in com- 
plaining of bubo after the primary lesion has dis- 
appeared. Most of these patients give a history 
of a primary lesion, but state that it has bothered 
them very little. Quite a number will wait until 
after the lesion is present for some time and is 
ready to suppurate, before they come in with their 
trouble. There are a number of different lesions 
that may complicate the namely, chan- 
croid, syphilis or tuberculous adenitis. The chan- 
croid usually comes on rapidly and is very painful, 
presenting a definitely outiined Syphitis 
developes a typical painless lesion which does not 
suppurate. Tuberculous adenitis is usually a mot- 
ted type and may or 
patients 


picture; 


lesion, 


may not suppurate. If thes» 
takes place 
they are usually treated conservatively, by hot ap- 


come in before suppuration 


Yiications, general hygienic measures; but in spite 
of this, most of them progress to suppuration. If 
the patient comes in with a suppurating bubo it is 
usually incised treated for a 
touching the 
twen‘y per 


and period of 
weeks, wound with 
nitrate ten to cent. After they se 
opened, a few will heal, but the majority of these 
become and 


two 


to three silver 


chronic require adenectomy. If it 
appears that they are not going to heal after pro- 
per conservative 


mitted and the 


treatment, they are usually ad- 
When 
tients return to the clinic, we still have an open 
infected wound and it takes little 
while for these to heal wih the usual clinic treat- 


ment. 


There are other methods for 
granuloma inguinale. 


gland removed. these pa- 


often some 


treating lympho- 
Ravaut was the first to use 
antimony preparations and thought he got 
gcod results. Frei and Hoffman found tartar 
emetic of little value. Lehman and Pipkin use 
the simple aspiration method followed by injec- 
tions of glycerin into the gland daily. They felt 
that they this proceedure. 
Gay-Prieto claim good results from the intravenous 
use of prepared vaccines. made from the aspira- 
tions of suppurated glands. 


some 


cured four cases by 


We have tried 
of these rroceedures thus far. 

This is a very open field as far as we are con- 
cerned and I do not think anybody in this partic- 
ular section has done any important work on it 
other than Dr. von Haam and Dr. Lichenstein. 
We plan to use some of these methods later on. 
At present we have only used incision and drain- 
age and later excision of the gland if necessary. 


none 
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This proceedure has worked out fairly well in our 
hands and literature seems to indicate that it is 
about as good as any other method. 

Dr. C. I have no new light to 
throw on the subject whatever; on 
the little I know of it is something quite in the 
I would like to call a‘tention to the fact 
that we have had this disease in New Orleans for 
a much longer period than that mentioned by the 
essayist. The cases that I first saw go back to 
years ago, though not then called by 
that name. I don’t think it had been identified 
at all; a few were called serpigenous chancroid. 
We had it in both the colored and white 
The cases were inherited from 
to another of visiting men 


L. Chassaignac: 


the contrary, 


past. 


over fifty 


male 
wards. one gen- 


eration and internes, 
and various methods were tried. 
treated very heroically. 


given. 


Some cases were 
A general anesthetic was 
The lesions which extended from the groin 
up on the abdomen and downwards to the perineum 
were curetted with a sharp curet. Every bit of 
tissue that would yield and come with the curet 
was removed, of course causing a good bit of 
bieeding which was stopped as we went on with the 
thermo-cautery. After the tissue had been thorough- 
ly removed and the surface cleansed and dried, 
the entire surface was touched up by means of a 
swab dipped in pure carbolic acid, left for a little 
while and then cleaned off with alcohol. I do not 
remember all the instances, but only one patient 


got well. The others were still there when I left. 
So the condition from being new here. 
This places little light on the history of the disease 
but may be interesting along with what we heard 
to-night. 
Dr. Rudolph Matas: It is a interesting 
subject that Dr. Von Haam has brought before us, 


is far 


very 


especially to those who like myself and my friend 
Chassaignac can go back to the late seventies and 
early eighties, when we the 
Charity Hospital. I am quite sure that if we could 
only records of the cases treated in 
the venereal wards in the light of present know- 
ledge and of the Frei test, that the list of cases 
of granuloma inguinale that Drs. von Haam 
have collected in the last few 
would be very considerably increased. 


were residents at 


review the 


and 
Lichenstein 


years 

At that time, 
the wards 
both male 
mained for 


that 
always 


is, over half a century ago, 
housed a number of patients, 
and female, black and white, who re- 
months and years in the services, to 
be transferred from 


one of residents 


virtually incurable 


generation 


to another, as chronic and 


venereal cases. 

The clinical problem presented by these patients 
was not easily 
dclent but 


forgotten. There were deep in- 
progressive granular ulcers which at- 


tacked the genitals, eroding the penis and scrotum, 


HAaM-LicuTENSTEIN—Manifestations of Lymphogranuloma. Inguinale 


101 


and spreading to the glands of the groin, thence to 
the perineum and perianal regions. In the women 
they appeared in the vulva, deeply infiltrating the 
labia and vagina, indurated 
edemas which gave them an elephantiasic appear- 
ance, which 
lupus, or 


causing secondary 
was sometimes designated as vulvar 
esthiomene. Sometimes they 
from the groin and pubes to the thigh, 


a serpentine form, the 


spread 
assuming 
from 


extending groin to 


the knee. 

They fitted the diagnosis of phagedenic chancres 
and chancroids, but differed from their 
resistance to syphilitic treatment or to any of the 
usual methods of treating chancroids. 


these in 


Sometimes 
they seemed to yield to vigorous cauterization, but 
they almost invariably relapsed. In 
intractable 


view of their 


nature they were regarded as rodent 
ulcers (epitheliomas) which were treated by exci- 


sion, the cautery, or caustic pastes. 


We must remember that at that time there was 


no Wasserman test or its modifications, and that 
the pathologic laboratory 
the 
would 


diagnosis. In 


yas silent regarding the 
treponema or Ducrey-Unna bacillus which, if 
have helped in the 
these, the 
gan as an indolent inguinal adenitis, without geni- 
tal lesions. When these broke down, they 
leave a granular bottom which 
the surroundings. 
d’embes,” 


available, etiologic 


many of ulcerations be- 
would 
Slowly spread to 
regarded as 
as Ricord had named them, and 
were ascribed to strumous or tubercular origin, but 
in this again there was no way of making a positive 
bacteriologic differentiation. 


These were “bu- 


bons 


At that time the manifestations of syphilis were 
far more exteriorized than they are now, rupia 
and other deep pustular eruptions which were cov- 
ered with conical crusts, were common, and so 
were all deeper ulcerative lesions of nose and naso- 
pharynx, and of the osseous system; all these com- 
bined to give the syphilitic infection of the period 
a type that reminded 


middle 


one of the malignant pox 
And 
has practically disappeared. 


of the ages. now this hideous type 
In the course of the 
last half century it would seem that the treponema 
has retreated from find a refuge 
ii the central nervous system, the aorta and the 


great arteries. 


the surface to 


We no longer deal with rupia and 
the fearful eruptions of former years, but with the 
far more intractable internal, 
neurosyphilis. What is is that, while 
the gross, external manifestations of syphilis have 
disappeared, this type of ulcerative granulomatous 
disease, which undoubtedly existed in the past un- 
der different names, has remained and stands out 
in more isolated contrast since the old confusing 
phagedenic chancres and chancroids have largely 
abandoned the field. And this 
ence appears to have been shared by almost every 


hidden 
interesting 


forms of 


confusing experi- 
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country in which tropical and semi-tropical condi- 
tions appear to have favored the prevalence of 
this disease, and to have deserved for it the 
designation “Climatic Bubo” given to it be Cantlie 
in 1896. 

It is only since Frei discovered his specific 
cutaneous reaction in 1926, and the more direct 
inoculation of the virus in guinae pigs and mon- 
keys (De Bellard, 1926)1 that it has been possible 
to identify the disease in its many forms. While 
the name of lymphogranuloma inguinale, given to 
it by Nicolas and Favre (1913) appears to be most 
pepular at the present moment, Prof. Brumpt, m 
a learned review of the extremely varied nomen- 
clature of this disease, read in the French Aca- 
demy of Medicine last February, is inclined to dis- 
card all the new designations in favor of “Climatic 
Bubo” by which it is best known in tropical litera- 
ture since Cantlie clinically 
specific disease in 1896. 


identifed it as a 


iMugene Pignot de Bellard, graduate of Tulane 
University Medical School, 1907, a leading surgeon 
in Caracas, Venezuela. 

Dr. E. Von Haam (in conclusion): I wish to 
thank Drs. Green, Matas and Chassaignac for their 
kind discussion. 

The name “lymphogranuloma inguinale’”’ mostly 
used in publications abroad is not well chosen to 
characterize the manifestations of this disease. 
For this reason Sulzberger has introduced the 
name “lymphopathia venereum” which is endorsed 
by an increasing number of authorities on skin 
diseases, such as Weidmann of Philadelphia. 





THE USE OF ARTIFICIAL PNEUMO- 
THORAX IN THE TREATMENT OF 
LOBAR PNEUMONIA* 


I. L. ROBBINS, M. D.+ 
NEW ORLEANS 


The employment of a therapeutic agent that 
proves efficacious in the symptomatic treatment 
of lobar pneumonia deserves the earnest consid- 
eration of the physician. The use of a thera- 
putic procedure that offers the possibility of 
something akin to a specific in so serious a con- 
dition as lobar pneumonia merits the careful 
and critical attention of the doctor who is fully 
cognizant of the high mortality attendant upon 
this common infectious disease. 


*Read before Orleans Parish Medical Society, 
June 25, 1934. 
+From the Department of Medicine, Tulane Uni- 


versity, School of Medicine and Charity Hospital 
at New Orleans, 





The treatment of lobar pneumonia resolves 
itself into two important considerations. First, 
the amelioration of the symptoms that are a 
source of great trial and tribulation. Second, 
the effort to moderate the severity of the 
course of the disease and to hasten the onset of 
the crisis. 

As in other acute infectious diseases, the 
primary and principal objective of the thera- 
peutic attack is the achievement of rest, both 
physical and mental. The lancinating pain, 
the wracking cough, the exhausting restlessness, 
the agonizing dyspnea, are symptoms that con- 
spire to defeat the successful issue of the bodily 
processes that are conducive to the recovery of 
the patient. The accomplishment of proper 
rest is dependent upon the relief of the great 
distress occasioned by the disease. 

The use of artificial pneumothorax in lobar 
pneumonia affords an agent that appears to 
be a valuable aid in the relief of these severe 
and serious symptoms. The pain is rapidly and 
readily relieved, the cough is lessened in sever- 
ity and frequency, the restlessness is replaced 
hy repose and the breathing becomes deeper and 
freer. The pronounced improvement of the 
physical and mental condition of the patient is 
soon apparent. The introduction of air into 
the pleural cavity of the affected lung offers a 
symptomatic relief that is quicker, more last- 
ing and without the disagreeable features of 
counterirritants and opiates. 


In the total number of 63 cases reported in 
the available literature there is not one dissent- 
ing statement to the fact that in every patient 
the pleuritic pain was promptly relieved, the 
cough lessened and rest of body and mind se- 
cured. Such consistent comments of sympto- 
matic relief from various sources bear witness 
to the efficacy of artificial pneumothorax. 

In the consideration of artificial pneumotho- 
rax as a specific one meets with a difference of 
opinion. The number of cases reported is as 
yet too small to venture a final opinion concern- 
ing such an important matter. A cautious and 
critical clinical trial must be employed in a large 
group of cases over a long period of time be- 
fore a final decision can be accepted. Never- 
theless, a careful perusal of the literature im- 
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presses one with the fact that the course of the 


disease is rendered less severe and the crisis 
hastened in the majority of the cases. J. J. 
Coghlan* states that “the first and most ob- 
vious clinical result was that the induction of 
artificial pneumothorax initiated a series of 
events almost indistinguishable from the crisis 
which normally occurs in this disease.” R. Vis- 
wanathan!*, though disagreeing with Coghlan 
as to several of the results obtained writes that 
“there is no doubt that artificial pneumothorax 
does produce an artificial crisis, often tempor- 
ary, sometimes pronounced; in our cases the 
crisis was more delayed and less dramatic than 
ia the cases described by Dr. Coghlan.” 
Doctors L. M. 
Leopold!* were unable to find any experimental 


Lieberman and Simon S. 
data in the literature on the use of therapeutic 
pneumothorax in lobar pneumonia. They in- 
duced experimental lobar pneumonia in 36 dogs. 
Fighteen of these dogs were treated by artifi- 
cial pneumothorax the second day of the dis- 
ease and 18 were untreated and used as con- 
trols. Of the 18 treated with artificial pneumco- 
thorax there were 15 recoveries and 3 deatis. 
Of the 18 untreated controls there were 5 re- 
coveries and 13 deaths. The authors conclude 
by saying that “both the clinical reports in the 
literature and our experimental study indicate 
that the introduction of air in the pleural cavity 
in proper amount on the affected side produces, 
temporarily at least, a picture comparable to the 
crisis in lobar pneumonia, and achieves an ar- 
tificial limitation of an otherwise self limited 
disease.” 

1921 to 1933 the combined total of 
white and negro patients admitted to Charity 
Hospital with lobar pneumonia was 2226 with 
a mortality of 30.45 per cent; that of the 
whites was 28.6 per cent and of the negroes 
31.8 per cent. 


From 


sy the use of specific sera, as 
reported by various investigators from differ- 
ent hospitals the mortality has been reduced to 
10 per cent. Several authors, Friedmann (1), 
David (2), Schottky (3), Duken (4), Ibrahim 
and Duken (5), Jahr and Neuman (6), Cogh- 
lan (7), Li (8), Anderson (9), Guadarrama 
(10), Perlroth and Topercer (11), Lieberman 
and Leopold (12), Viswanathan (13), Taylor 
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(14), and Moorman (15), have reported a to- 
tal of 63 cases treated with artificial pneumo- 
thorax with 6 deaths, giving a mortality of 9.5 
per cent. An analysis of the deaths reveal that 
4 could be attributed to delay in treatment and 
to serious complications. I fully appreciate the 
inability to draw any definite conclusion from 
so small a number of cases, but the results se- 
cured are nevertheless impressive and cannot be 
regarded Artificial pneumothorax 
when delayed beyond the third day loses in 
great measure its ability to influence the course 
of the disease. 


lightly. 


This is similar to what one 
A successful 
reduction of the length of the disease is only ob- 
tained provided it is employed within the first 


three days. 


notes in the use of specific sera. 


I now wish to report a series of five cases of 
lobar pneumonia who received artificial pneu- 
mothorax. The treatments were administered 
by Dr. M. Campagna and myself in the medi- 
cal service of Dr. S. C. Jamison at the Charity 
Hospital. 

Case 1. Male Negro, aged 23 years, ad- 
mitted to ward 250 on March 30, 1933, with 
left lobar pneumonia on the third day of the 
disease. He entered complaining of severe 
pain in the left side of the chest posteriorly and 
in axilla, exaggerated by coughing and rapid, 
shallow, jerky breathing and cough with blood- 
tinged expectoration, and fever. Physical 
signs of consolidation over left lower lobe pos- 
teriorly and in left axilla. Hyperaesthesia of 
skin overlying the chest pathology. Heart rate 
rapid but no cardiac displacement. Roentgeno- 
gram on March 31, 1933 revealed a thickened 
left pleura with signs of exudate. Sputa exami- 
nations negative for agglutination for pneumo- 
cocci I, II and III. Blood on April 1, 1933 
showed leukocytes 16,500 and _ neutrophiles 
ninety per cent. 

Upon admission he had temperature 104.4°, 
pulse 120, respiration 36. At 9 A. M. on the 
fourth day he had temperature 105°, pulse 128, 
respiration 42. Five hundred c.c. of air was 
now introduced into left pleural cavity. Treat- 
ment was begun the fourth day. At 6:30 P. 
M. of same day he had temperature 102.8’, 


pulse 128, respiration 42, and at 4 A. M. of the 
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following morning, the fifth day of the disease 
and the second day of treatment, he had tem- 
perature 99.4°, pulse 130, respiration 44 and at 
8 A. M. temperature 99°, pulse 108, respira- 
tion 32. He was now given a second artificial 
pneumothorax of 600 c.c. of air and at 1 P. M. 
of same day had temperature 100.5°, pulse 100, 
respiration 34. On the following day, the third 
day of treatment at 2 P. M. he had tempera- 
ture 102, pulse 124, respiration 38 and at 8 
P. M. temperature 99, pulse 108, respiration 24. 
On the fourth day of treatment at 8 A. M. ex- 
amination revealed temperature 104°, pulse 128, 
respiration 44 and consolidation of the lower 
sy 4 A. M. on April 6, 
1933 he had temperature 98.6°, pulse 100, res- 
piration 26 and 


lobe of the right lung. 


remained normal until dis- 


charge. No further pneumothorax therapy was 
attempted upon the involvement of the opposite 
side. 

Upon the completion of the first pneumo- 
thorax the pain was relieved and breathing was 
easier. Just before giving the second pneumo- 
thorax patient felt finely. During the adnin- 
istration of this treatment the patient perspived 
profusely and complained of a feeling of slight 
weakness. He was given stimulants and re- 
The next day he still had 
no pain but did have a feeling of some con- 


sponded promptly. 
striction in the chest. A roentgenogram taken 
on the following day revealed air in the left 
pleural cavity and a small amount of fluid in 
the axilla; also partial lung collapse with ad- 
hesions in apex and infraclavicular region. 
Heart and mediastinum displaced to the right. 
The right lung shows considerable increase in 
density apparently due to brancho-pneumonia. 
On April 13, 1933, a roentgenogram showed 
a pneumo-pyothorax of left side with complete 
collapse of left lung and partial collapse or exu- 
date process in right median lobe. The physical 
findings and the clinical course did not corro- 
borate the findings of pyopneumothorax. On 
April 24, 1933, roentgenogram of chest reveaied 
practically complete expansion of upper lobe of 
left lung with some fluid present. Right showed 
slightly less lung reaction than previous view. 
On April 12, 1933, the patient was reported 


as having no fever for one week. The physical 
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evidence of left pneumothorax was still present 
and evidence of some consolidation of the lower 
right lobe. 


Feeling good. 


Respirations slightly increased, 

On April 30, 1933, patient wa; 
still symptomless and chest signs had cleared, 
He was in good condition, and so discharged. 

Case 2. Colored male, aged 33 years, ad- 
mitted to ward 250 on November 25, 1933, with 
right lobar pneumonia, fourth day of the dis- 
Type IV 
perature 103.8°, pulse 120, respiration 2 


ease. pneumococci present. Tem- 


At 10:45 A. M. on the fourth day of disease, 
500 ¢.c. of air was introduced into the right 
pleural cavity. Following pneumothorax there 
was prompt relief from pain. The breathing 
became deeper and more regular and the cough 
grew less im severity and frequency. 

At 10:30 A. M. on the second day of treat- 
ment had temperature 103.4°, pulse 132, respir- 
ation 28. Patient rested well all night and felt 
well in the morning. <A second pneumothorax 
was now given. The intrapleural pressure at 
the beginning of the treatment was -1'% to 
-+4%. After 500 cc. of air had been given, 
the reading registered—3 to +1%. He felt 
more comfortable after refill. He had no pain 
and coughed only occasionally. No change 
noted in temperature, pulse, and respiration. 
At 11 P. M. he had temperature 101°, pulse 116, 
respiration 24. 

On the eighth day of the disease, and fourth 
day of treatment at 8 P. M. had temperature 
97°, pulse 88, respiration 24, and remained 
normal. 

Case 3. Negress, aged 38 years, admitted to 
ward 341 on March 31, 1933 with left lobar 
pneumonia, on the fifth day of the disease with 
signs of consolidation over the left lower per- 
tion of the chest. 


At 8 A. M. on the sixth day of the disease 
with symptoms still present she had tempera- 
ture 104°, pulse 104, respiration 26. At 9:45 
\. M. the patient was given 500 c.c. of air in 
the left pleural cavity. 

At 8 A. M. on the second day of treatment 
she had temperature 104°, pulse 126, respiration 
36. At 9:45 A. M. the second pneumothorax 
of 350 ¢.c. was given, 
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At 5 A. M. on the third day of treatment she 
had fever all day. 

At 8 A. M. on the ninth day of the disease, 
the fourth day of treatment she had tempera- 
ture 98°, pulse 104, respiration 30. Following 
the first pneumothorax the patient became deli- 
rious. She was decidedly better three days 


later. Following the first pneumothorax the 
patient was relieved of pain and the breathing 
became deeper and more regular. 

Case 4. 


mitted to ward 250 on June 25, 1934 with right 


Negro male, aged 29 years, ad- 


lobar pneumonia, the fourth day of the disease. 
Examination revealed a patient who appeared 
verv ill and who showed signs of consolidation 
over the lower right chest. 

On the fifth day of the disease 700 c.c. of 
air was administered. A roentgenogram showed 
air in the right pleural cavity with right lung 
only partially compressed. No agglutination for 
pneumococci of groups I, I, or III, could be 
obtained. Leukocytes, 20,500 and neutrophiles 
ninety per cent. 

Just prior to pneumothorax patient had tem- 
perature 100.4°, pulse 100, respiration 24. On 
the second day of treatment patient had, at 8 
\. M., temperature 102°, pulse 110, respiration 
30. At 9 A. M. the second pneumothorax of 
800 c.c. of air was given. The intrapleural pres- 
sures were all negative. On the third day of 
treatment he had, at 8 P. M., temperature 102°, 
pulse 118,. respiration 28. On the fourth day 
of treatment he had, by 8 P. M., temperature 
At 8 A. M. on 


the tenth day of the disease and the sixth day 


99°, pulse 100, respiration 28. 


of treatment he had temperature 98.6 , 


80, respiration 26, and remained normal there- 


pulse 


after till discharged. 

In this case as in the others the pain and the 
dyspnea were greatly relieved and the cough 
much lessened. 

Case 5. Negro male, aged 21 years, ad- 
mitted to ward 250 on April 3, 1934, with right 
lobar pneumonia on the eighth day of the cis- 
ease wth severe pain in the right chest. His 
condition was considered poor. Blood revealed 
leukocytes 20,000, and neutrophiles 92 per cent. 

At 10 A. M. on the ninth day of the disease 


he had temperature 103.2°, pulse 122, respira- 


tion 62. At 11 A. M. a right artificial pneu- 
Fol- 


lowing the pneumothorax the expiratory grunt 


mothorax of 500 c.c. of air was given. 


ceased and the pain was relieved promptly and 
the patient volunteered that he felt much bet- 
ter. 

At 1 P. M. on the second day of treatment 
he had temperature 104°, pulse 120, respiration 
70, and his condition was stationary. From 
then on the patient ran an undulating tempera- 
ture curve of fever. The general condition 
was very good. 

At 4 A. M. on the sixteenth day of the dis- 
ease and the eighth day of treatment he had 
temperature 98.6°, pulse 100, respiration 36, 
and remained normal except for several brief 
rises to 99,3", 


COMMENT 


In the 5 cases reported the symptomatic re- 
lief afforded was prompt and persistent. The 
alleviation of pain was striking. The respira- 
tion became more regular and the cough was 
greatly lessened in frequency and _ intensity. 
There was a definite feeling of euphoria as re- 
flected in an improvement of appetite and abil- 
ity to rest more comfortably and sleep more 
peacefully. It is to be noted that treatmen 


was instituted rather late in all cases. In case 


1 treatment was begun on the fourth day; in 
case 2 on the fourth day; in case 3 on the sixth 


day; in case + on the fifth day and in case 5 on 
the eighth day. 

Resolution occurred in case 1 on the fifth 
day; in case 2 on the eighth day; in case 3 on 
the ninth day; in case 4 on the tenth day and in 
case 5 on the sixteenth day. With the excep- 
tion of case 1 it is apparent that to evaluate 
properly the specific-like action of artificial 
pneumothorax in lobar pneumonia is impossible 
from this study. Treatment was started at a 
time when even specific sera are considered of 
Yet, in case 1 which 
was treated on the fourth day, the temperature 
dropped from 105°F. at 10 A. M., just prior to 
the introduction of air to 99°F. at 8 A. M. the 
following morning. 


very little or no value. 


It is interesting to recall 
the fact that during and immediately following 
second artificial pnemothorax the “patient per- 
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spired profusely and complained of a feeling of 
slight weakness”. This appears to be unques- 
tionably a crisis artificially induced and the dis- 
ease in that lung cut short. I feel that the 
events observed in this case bespeak the specific 
action of this procedure. It corroborates the 
findings reported in the literature. One, there- 
fore, cannot infer from this report that the 
procedure has no curative value. 


No complications and no deaths occurred fol- 
lowing the use of artificial pneumothorax in 
this group of cases. It was gratifying to note 
the ease with which the pneumonic lung could 
be compressed. Following the pneumothorax 
there was no sudden drop of temperature in 
any of the cases. The respiration and pulse 
rates directly followed the fortunes of the fever 
curve. Although the rate of respiration was 
not decreased the respiratory distress was strik- 
ingly and rapidly relieved. Two inductions of 
air with an average of 540 c.c. was given to 
each patient. A distinct advantage of this 
treatment is that it may be employed in any 
type of pneumonia (lobar) and at any time dur- 
ing the course of the disease. 


SUMMARY 


Artificial pneumothorax is a therapeutic agent 
of great value in the symptomatic treatment of 
lobar pneumonia as revealed by the results ob- 
tained in the group of five cases reported. This 
is corroborated by a brief review of the litera- 
ture. The amelioration and the alleviation of 
symptoms was prompt and permanent. In one 
of the cases reported the specific action of the 
procedure was evidenced by the induction of an 
artificial crisis. The small number of cases 
treated and the admission of the patients to 
the hospital rather late in the disease prevented 
the possibility of more proof concerning this 
feature of the treatment. It cannot be gain- 
said that in artificial pneumothorax we have a 
therapeutic agent that appears to be a great boon 
to the physician in the treatment of lobar pneu- 
monia. Many details of treatment remain, of 
course, to be elucidated. At the present writ- 
ing artificial pneumothorax must be considered 
as one, though a most important one, of the sev- 
eral agents employed to combat this dread in- 


fectious disease. The use of this treatment jy 
pneumonia necessitates the warning that unless 
one is experienced in the use of artificial pneu- 
mothorax it is better to refrain from its em- 
ployment because of the dangers attendant in 
its use plus the added dangers of damage to the 
pneumonic lung. 
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DISCUSSION 


Dr. S. Chaille Jamison: The first thing I would 
like to say is that anyone who is doubtful of the 
severity of lobar pneumonia, or who knows when 
he sees it that he is dealing with a serious disase 
must be impressed by the fact that it is a disease 
accompanied by high mortality. Our figures for 
this section and this part of the world for true 
lobar pneumonia run from 15 per cent to 25 per 
cent. In most places they run as high as 30 per 
cent, even 40 per cent mortality by the ordinary 
eld conservative treatment. Now, when we face 
any such disease as that, we must grasp every 
method of reasonable safety that is going to bring 
about cure, that is going to give us any help. 

We see a fair degree of lobar pneumonia, of 
course. I would like to say here that there are 
about fourteen or fifteen different types. We have 
several great therapeutic weapons provided we 
make a diagnosis early enough. A point startling 
and harrowing to see, is how late in the disease 
the diagnosis of lobar pneumonia is usually made 
and the patient then rushed to the hospital for 
oxygen or some therapy. In the treatment of 
pneumonia, as in the treatment of diphtheria, we 
must make the diagnosis as promptly as possible 
and before the fourth day. We have several 
methods more or less specific: First, we have 
serum. We have Type No. 1 and Type No. 2 serum 
tc combat the poison of the disease. 

Now, from what I have seen of lobar pneumonia, 
and it has not been a small experience, I would 
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advocate first of all pneumothorax, but I would 
not advocate pneumothorax unless the physician 
had some experience and the patient was not a 
bad risk. You can take the pneumothorax machine 
to the patient’s bedside and do it in the home with 
the greatest simplicity. I have no hesitation doing 
it in the home. It so happens in lobar pneumonia 
that the induction is extremely simple. You use 
the procedure far more easily than in cases of 
tuberculosis because you don’t have the question 
of adhesions to deal with. Now with the ex- 
perience that we have had and from what I have 
read of the experience of others, the immediate 
relief of the symptoms is quite startling. Your 
patient from having been a man in great pain, 
wrt a very hacking cough and rapid respiration, 
is turned into an individual breathing easily, get- 
ting plenty of oxygen. There is quite a startling 
relief of symptoms. 


Now, our own experience in a very small number 
of cases has been that the crisis is not induced 
as promptly as many observers allowed us to be- 
lieve. We have seen a few cases where the re- 
action simulated a crisis but that has not been a 
constant picture. Up to very recently we have 
not lost a single case and we have taken them as 
they came to the hospital, regardless of length 
o: time, regardless of the type of organism. These 
cases went along and got well. We had a case 
recently who died of empyema, so far as I know 
he was a good risk and the pneumothorax did not 
cause his empyema. 


I would like to attract your attention to the fact 
that the greater the number of cases of lobar 
penumonia you have who get well, of course, the 
greater percentage of empyema. Therefore in 
Type I pneumonia we see a great number of cases 
of empyema. 


In giving artificial pneumothorax remember that 
First, a small amount of air for the first injection, 
400 or 500 ¢.c., and repeat with a smaller in 6-8 
hours. Now, the next step with Type No. 1 or 
Type No. 2 pneumonia is to give serum. Next the 
second procedure is oxygen. I have talked enough 
before this Society on subcutaned&s injections of 
oxygen. In my service, we inject 1000 c.c. oxygen 
under the skin and the results have been splendid. 
There is no pain to the patient—the pain is negligi- 
ble. 

In the treatment of lobar pneumonia, therefore, 
we have three methods: Use of pneumothorax, 
which should not be any more serious than taking 
blood out of a man’s veins; Serum: if the patient 
is Type No. 1 or No. 2, give 10,000 anti-pneumococ- 
cus serum and repeat often enough to care for the 
needs of the patient. Give in addition to this 
method oxygen subcutaneously. 
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We felt sure you would be interested in the 
presentation of this very small group of cases. 


Before I sit down I would like to remind you that 
this method is old. I saw it first in the British 
Medical Journal some five or six years ago. In 
our Journal we have reported 6 cases. There were 
reports made this year before the Association of 
American physicians and I am sure Dr. Musser 
will tell us something. 


I have to say the advantage of pneumothorax 
seems to be immediate relief to the patient and 
in a certain number of cases appears to bring on 
the crisis, and regardless of type. 

Dr. Lemann: I am impressed by the apparent 

harmlessness of the procedure, and from that very 
fact I think we should be encouraged to try it 
further. As Dr. Robbins has insisted in his paper, 
the collection of patients is entirely too small upon 
which to form a judgment. I think we must re- 
serve judgment for a larger series. 
I think that the use of 
artificial pneumothorax in lobar pneumonia offers 
something of definite value. I do not believe that 
we hear of lobar pneumonia in its typical form so 
frequently in the South as in the North or else- 
where and consequently the application of specific 
serum therapy has been limited. There is another 
reason for the relatively infrequent use of specific 
serum therapy and that is the expense entailed. 
For both these reasons, artificial pneumothorax 
should become an exceedingly valuable addition 
to our methods of combatting pneumonia and de- 
serves a much wider trial. 


Dr. J. A. Danna: I have been very much in- 
terested in the recent reports of the treatment of 
lobar pneumonia by _ aartificial pneumothorax. 
Morelli, an Italian army surgeon and pupil of 
Forlanini, used pneumothorax in the treatment of 
chest wounds during the World War for the pur- 
pose of preventing and, where it had already taken 
place, for the purpose of stopping pulmonary hem- 
orrhage. He carried the pneumothorax to the 
point of actual positive pressure where active 
bleeding was going on until the bleeding had been 
arrested. He also made the point that where the 
lung had been contused and there was a possibil- 
ity of abscess developing the compression of the 
lung by pneumothorax minimized the tendency to 
abscess formation and often prevented it. He be- 
lieved that it had a decidedly beneficial effect on 
any existing broncho-pneumonia and that it had a 
tendency to prevent the development of broncho- 
preumonia. The recent successes in the treatmen* 
of lobar pneumonia with artificial pneumothorax 
I think bears out Morelli’s opinion and show that 
the same principles may be applied in the treat- 
ment of lobar pneumonia. We were taught at 
medical school, especially by Dr. Chaille, that the 


Dr. Sydney Jacobs: 
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lung in lobar pneumonia becomes perfectly solid. 
This probably is not exactly the truth. The ar- 
tificial pneumothorax produces a compression or 
shrinkage of the lung resulting in an improvement 
in the factors that bring about the arrest of the 
infection. It is interesting to note the remarkable 
The pain is probably due to the 
rubbing together of the inflamed serous surfaces. 
The separates the 
probably relieves the 


relief of pain. 
surfaces and 
pain. It is a well 
known fact that permanent adhesions follow after 
an attack of lobar pneumonia. I should think 
that if the artificial pneumothorax were main- 
tained and the pleural surfaces kept 
until all inflammation had completely 
adhesions would probably not form. 
interesting point, I 


pneumothorax 
thus 


separated 
subsided 
This would 
be a believe, for 


very some 


future investigation. 


Dr. Frank L. Loria: Ever since the introduction 
o* artificial pneumothorax by Forlanini, the pro- 
used for almost 
The report us by 
quite How- 
from the surgical standpoint I wonder if we 
are not doing patients harm. The 
number of which it has been tried is 
very small and I think with Dr. Lemann we should 
for that 
too that in 


cedure has been 
type of chest 
Dr. Robbins 


ever, 


every possible 
disease. 


to-night is 


given 
interesting. 
these some 
cases on 
reason reserve final opinion. I believe, 
placing air into the chest cavity, we 
not only perhaps collapse the diseased lung whicia 
is of supposed liver hardness—and which I doubt 

but we likewise take from that individual an 
area of tissue which is necessary to 
his fighting off the disease. I feel he should not 
be deprived of this perfectly normal lung tissue, 
and consequently I wonder if this of the 
I wonder 
if the lung is actually collapsed. Most 
of us have seen lung tissue from lobar pneumonia 
cases on the autopsy table and we have observed 
the firmness it has. I wonder if the introduction 
of air in the chest canty would collapse such areas. 
I doubt it. 


pulmonary 


phase 
subject has been given enough thought. 
likewise 


I believe we are justified in awaiting further re- 
ports before undertaking the procedure routinely. 

Dr. Musser: Dr. Jamison has spoken so well 
and so forcibly I hardly think it is necessary to 
add anything more to the discussion. I would 
like to say, however, that this particular method 
has not achieved any popularity up to the last year. 

As Dr. Jamison points out an article appeared in 
the British Medical Journal in 1926, and about the 
same time abstracted in one of the American Jour- 
nals. Then, a few years later, simultaneously 
throughout the United States everybody started to 
use pneumothorax, to induce pneumothorax in pa- 
tients who had lobar pneumonia. 


I have talked to many men who have used this 


procedufe and all are enthusiastic. They felt that 
there had been something new added to the treat- 
ment of pneumonia. The method is more than a 
passing phase of enthusiasm about a new proce. 
dure; it is something very definite, very positive 
and it is undoubtedly of a great deal of value. 

Dr. I. L. Robbins (In conclusion): I wish to 
thank all the members who took part in this di-. 
cussion. I hardly thought it would prove to be of 
such popular interest. Of course, I realize it is 
impossible in the time allotted to discuss all the 
aspects of the subject. I said in my paper that a 
great many details of the treatment remained io 
be worked, out to the satisfaction of all physicians. 

I agree with Dr. Lemann that one should not 
permit a final opinion as to the curative value of 
the treatment. I indicated this in my paper. I 
stated that the symptomatic result is so marvelous 
that one certainly should attempt to use it wher- 
ever possible. 

Dr. Jacobs stressed the point that we should try 
to use it on a larger scale because of the practically 
low cost or added cost to the patient and because 
of the alleviation of symptoms noted in all types. 
With this I am in wholehearted accord. 

Dr. Loria gave us his opinion about the rationale 
of the treatment and the difficulties inherent in the 
treatment. Of course, in science, we have largely 
gotten away from the “I believe this and I believe 
that’”’ point of view. We have worked it out an- 
other way; we no longer indulge in scientific or- 
ganizations in speculative thought concerning the 
possibility of doing something. We actually at- 
tempt to do it and from the endeavor we learn 
whether it is possible or not to accomplish a par- 
ticular undertaking. Belief has yielded to fact. 

It is not impossible to compress the lung. I 
want to emphasize the difference between the use 
of compression and collapse, the latter was the 
older treatment. We do not attempt to so collapse 
the lung that all the air is squeezed out and it 
remains a solid mass of tissue. Compression, that 
means bringing about a certain amount of pressure 
which will satisfactorily fulfill the requirements of 
the treatment. We rarely give a positive pressure. 
We introduce pe air slowly; we don’t attempt 
collapse. There is no doubt in my mind that a 
patient markedly dyspneic is getting the minimum 
amount of oxygen into his lungs and if you can in- 
ject into the pleural cavity something that makes 
breathing freer, brings about cessation of pain, cer- 
tainly by all reasonable standards you make it 
possible for that patient to get air into his lungs. 
Don’t collapse, compress, and the air will be able 
to partially compress lung and do the patient good. 

I don’t believe the validity of that argument 
about the amount of solid lung making the pneu- 
mothorax very difficult because practical experi- 
ence has taught me that it is easy to compress the 
solid lung. Also when air is put into the pleural 
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cavity and the lung partially compressed, less 
amount of toxic material gets out into circulation; 
that certainly happens in pulmonary tuberculosis 
and it works the same way in lobar pneumonia. 

We have felt that it is not alone the amount of 
lung out of condition that causes dyspnea. We be- 
lieve it is the toxemia that is principally respon- 
sible 

One other fact I wish to reiterate, and that is 
that in many of these cases there seems to be a 
temporary induced. This critis is short 
lived and pneumothorax is repeated, the 
patient’s temperature goes up again. 

The question of how much air to put into the 
lung requires a great deal of study and observa- 
tion. So far as the question of relief is concerned, 
there is no argument whatever. The patient is 
greatly relieved. Second, it may have some cura- 
tive value and until we have seen it disproved suc- 
cessfully, we will continue to use it. It may prove 
to be one of the important procedures to use in the 


disease. 


crisis 
unless 
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The indications and value of suction drain- 
age of the gastro-intestinal tract have been well 
established. Ward! possibly 
the first to utilize continuous suction to an in- 


Robertson was 
dwelling duodenal tube. He employed a Connell 
suction apparatus. This consists of a triumph 
syringe into which a stopper containing two 
pieces of glass tubing is attached. One of these 
glass tubes is connected to a suspended enema 
can, the other, either directly or through a Y- 
tube, to a duodenal tube; to the tip of the syr- 
inge is attached a rubber tube which empties 
into a basin on the floor. By allowing the wa- 
ter from the enema can to drop into the syringe 
at a rate of 100 drops per minute, sufficient 
suction is created in the barrel that continuous 
drainage through the second glass tube ccn- 
nected to the duodenal tube is afforded. 


Wangensteen and Paine? *. 4 have been large- 


ly responsible for popularizing the principle of 
suction 


decompression. They, however, de- 
vised an apparatus using water bottles for the 


creation of suction. While quite efficient, the 
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Fig. 


apparatus is slightly complicated to assemble 
be disas- 
sembled for the purpose of cleaning or filling 


the upper bottle. 


Willard Bartlett, Jr.° recently has 
recommended an apparatus very similar to that 
originally devised by Ward. Instead of a tri- 
umph syringe Bartlett uses a 20 c.c. syringe. 
The smaller barrel permits the maintenance of 
suction with water dropping at the rate of 40 
to 50 drops per minute. 


and furthermore has to frequently 


more 


Since this is about one 
half the rate which is required with the triumph 
syringe, this apparatus has the advantage that 
water in the enema can will last twice as long. 

The disadvantage of the Bartlett apparatus, 
however, is that most 20 c.c. syringes have a tip 
that is so small that mucus or inspissated bile 
from the upper gastro-intestinal tract frequent- 
ly clog it so that not only is the suction broken 
but there may be regurgitation back into ihe 


patient's stomach. Again, a syringe is a fairly 


























Fig. 2 
(a) Enema can. 
(b) Serew clamp for regulating flow of water from 
enema can. 
(¢) Murphy tube with side arm. 
(d) Pan to cateh water from enema can and fluid as- 
pirated from gastro-intestinal tract. 
(e) Glass tubing 


(f) Duodenal 


(window). 
tube. 
expensive apparatus and, as it is the barrel that 
is usually broken, to assemble this apparatus us- 
ually means sacrifice (at least temporarily) of 
a good syringe. 

Using the principle of the Connell suction ap- 
paratus, we have had made an inexpensive and 
simple modification of the Murphy drip tube 
which we have found very effective. Instead 
of the small vent on: the side of the tube, it has 
5 mm. and a 
side arm attached (Fig. 1). The 


been enlarged to a diameter of 


arrangement 
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of the apparatus is otherwise essentially like that 
of Bartlett and of Ward (Fig. 2). The inlet 
ef the tube is attached to a suspended enema 
can; a piece of small bore rubber tubing is at- 
tached to the outlet and empties into a basin on 
It is important that this outlet tub- 
ing not be too large, otherwise air will travel 


the floor. 
up it and break the suction. The indwelling 
duodenal tube is attached to the side arm. }y 
means of a screw clamp, water is allowed to 
drop through at about 60-80 drops per minute. 
This establishes and maintains a degree of suc- 
tion sufficient to keep air and liquid flowing 
through the duodenal tube. 

This modified Murphy tube has several ad- 
vantages: (1) it consists of a single piece re- 
quiring no assembling and is air tight; (2) it 
is efficient; (3) it is inexpensive; (4) it re- 
quires only about 60-80 drops per minute to 
maintain suction so that the enema can need not 
he replenished so often; (5) the openings are 
sufficiently large that mucus, etc., will not read- 
ily clog them. 

SUMMARY 

An efficient, inexpensive modified Murphy 
tube which utilizes the Connell suction principle 
is described for use in maintaining constant suc- 
tion drainage of the gastro-intestinal tract. 
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MALPRACTICE SUITS 
The Journal has commented editorially ore- 
viously upon the fact that malpractice suits 
very commonly depend upon some other physi- 
cian. The offending doctor may have care- 
lessly allowed slip words of criticism concern- 
ing the conduct of a case by a fellow practi- 


tioner to the patient or patient’s family. If 


such statements are unfavorable often the in- 
dividual seizes upon them to attempt to secure 
judgment against a physician, sometimes not 
so much with the hope of winning a malprac- 
tice suit as of developing an obnoxious way of 


slipping out of payment of his bill. 


A series of resolutions in the last month’s 
Journal were published in the Mississippi sec- 
tion under the heading of the Central Medical 
Society. These resolutions in general stated 
that unjustified personal damage suits are in- 
creasing; unjustified malpractice suits are be- 
coming more prevalent; to carry these through 
the courts often requires the collusion of mem- 
bers of the legal and medical profession; and 
speaks of them as legalized blackmail. In or- 
der to combat this increasing tendency the or- 
ganization has forbidden every member of tlie 
Society to give evidence in malpractice action 
unless the testimony has been examined and 
proved by those designated in the Society for 
the purpose. Through various steps all the evi- 
dence is investigated and then put up to im- 
partial medical “consultants” who then will ex- 
press in writing their individual opinion as to 
the validity of the suit. The physician will 
then be encouraged, or forbidden, to testify ac- 
cording to the opinion of these who are con- 
sidered to be absolutely fair and impartial ex- 
perts. If, after the decision has been arrived 
at, the physician goes ahead and testifies with- 
out paying proper attention to this decision he 
will be expelled from the Society for unprofes- 


sional conduct. 


This plan of the Central Medical Society 
seems like an excellent step to prevent the un- 
scrupulous use of the courts to detract from 
the ability of a physician. Even if the suit is 
lost, or dismissed by the court, it does react 
deleteriously upon the defendant. However, 
we again repeat that such drastic steps would 
probably be unnecessary if the average doctor 
refrains from comment, critical or otherwise, 
upon the treatment of his associates’ patients. 
This simple little step will obviate more ce- 
manding exactations that the Central Medical 
Society suggests as the measure to prevent such 


suits. 








112 Hospital Staff Transactions 


PRESSE MEDICALE 

It is with special pleasure that we acknowl- 
edge the compliment extended to “The Jour- 
nal” by its distinguished contemporary, the 
“PRESSE MEDICALE” of Paris, by devot- 
ing a leading editorial article of over six col- 
umns, of its issue for April 27, to our Febru- 
ary number which was especially dedicated to 
Medical 
Education in New Orleans, held on January 7, 


the celebration of the Centennial of 
1935, under the auspices of the Orleans Medical 


Society. The article quotes liberally from the 


HOSPITAL STAFF 


addresses delivered by Drs. Fossier, Bass and 
Matas on that occasion and reproduces views 
of the Charity Hospital as it appeared in 1832, 
and of the Josephine Hutchinson Memorial of 
Tulane University when inaugurated in 1930, 

The achievements and contributions of the 
French speaking physicians of Louisiana to the 
progress and culture of medicine in Louisiana, 
which Dr. Matas particularly stressed in his ad- 
dress, are made the special object of comment- 
ary and praise by the editors of the PRESSE 
in their gratifying appreciation of our Centen- 
nial Celebration. 


TRANSACTIONS 





TOURO INFIRMARY 

The regular meeting of the Medical Staff of 
Touro Infirmary was held Wednesday, June 19, 
1935, Dr. Henry Blum, Chairman, presiding. 

Dr. B. R. Heninger and Dr. Karl la von Dickens 
presented a case report of complete heart block due 
to calcareous disease of the bundle of His. Dr. 
Dickens presented illustrations of the gross ap- 
pearance of the heart and photomicrographs of the 
microscopic pathology. This was discussed by Drs. 
Lemann and Lanford. 

Dr. I. W. Kaplan reported a case of duodenal 
fistula closed by Wagenstein suction. Drs. Maes 
and Ochsner added to the discussion of this report. 

A case of anterior poliomyelitis with autcpsy 
findings was presented by the Program Commit- 
tee. The spinal cord of the case was displayed. 

Dr. Blum and Dr. Lemann, as Chairman of Com- 
mittee, spoke briefly upon Dr. MacLean’s leaving 
Touro to assume new duties in Rochester. On be- 
half of the Staff, Dr. Lemann presented Dr. and 
Mrs. MacLean with a gift, to which presentation 
both Mrs. and Dr. MacLean responded. 

Willard R. Wirth, M. D. 


FRENCH HOSPITAL 

A regular staff meeting of the French Hospital 
Staff was called to order Friday, June 14, 1935 at 
8:00 P. M. The minutes of the last meeting and 
an analysis of the hospital records for the month. 
were read by Dr. Ane, in the absence of Dr. Tessi- 
tore. 

Dr. Geraci discussed the death of Mr. S. T., Dr. 
Baron’s patient. 

Dr. Ogden discussed the death of his patient 
Mrs. T., who had carcinoma of the kidney. The 
kidney was the size of the human head. After a 
cystoscopic examination was done, carcinoma of 
the kidney was found. Her blood pressure was as 
low as 40 mm, remaining that for 3 days. She did 


not respond to methods to elevate the blood pres- 
sure. 

Dr. Geraci also discussed the death of Dr. Jung’s 
patient. 

Dr. Graffagnino then discussed a case of seven 
months twin pregnancy. which he thought to be 
of much interest. The mother, although seven 
months pregnant, was 8 or 9 months in size. She 
suffered no ruptured membranes. A small fetus, 
weighing about 3 or 4 pounds, died one hour after 
birth. There was no evidence of the dead child, 
which was believed to have been dead about a 
month before birth. 

Dr. Socola discussed a case of infantile paraiysis 
in a small child. The blood of a relative, who had 
previously had infantile injected 
into the patient. The child now walks perfectly. 
Dr. Socola finds the best treatment for poliomye- 
litis is human adult blood. The most suited per- 
son is an adult living in a large city the greater 
part of his life. The blood should be given intra- 
muscularly, 45 to 60 ¢c.c. A newborn child should 
be given 50 c.c. for the first injection and 50 e.c. 
in the next five days. 


paralysis, was 


Dr. Graffagnino then presented a very interest- 
ing paper on “Uterine Bleeding.’”” He discussed the 
1935 status of endocrine research, which included 
the interrelationship between the anterior pituitary 
and ovarian hormones and thyroid. He showed 
the part played by these hormones and the men- 
strual cycle. Throughout the discussion he dem- 
onstrated how the imbalance of hormones caused 
certain types of uterine bleeding. He also dis- 
cussed therapy briefly. 

Dr. Alsobrook discussed the paper. 

Dr. Zander stated that if the subject of uterine 
bleeding was gone into more thoroughly there 
would be less complications. 

Dr. Graffagnino stated that there is no stand- 
ardized dose for the various drugs prescribed for 


thi 
tio 
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this condition, but everyone should be very cau- 
tious with the use of them. 
Dr. Ader then thanked Dr. Graffagnino, in be- 
half of the staff, for a very interesting paper. 
N. J. Tessitore, M. D. 


CLARKSDALE HOSPITAL STAFF MEETING 
The staff of the Clarksdale Hospital and the Coa- 
homa County Medical Society met in regular 
monthly meeting at the Clarksdale Hospital, July 
10 at 1:30 P. M. Dr. W. S. Slaughter, president, 
presided. Dr. Lipsey of Memphis was a visitor. 
The roll was called and the minutes of the pre- 
vious meeting were read and adopted. 


The secretary reported that Dr. T. G. Hughes 
wished to express his sincere appreciation for reso- 
lutions sent to him since the last meeting. 

The secretary, acting for the superintendent of 
the Clarksdale Hospital, asked for a written rul- 
ing as to whether or not it is to be permissible for 
physicians on the staff of the Clarksdale Hospital 
to collect fees from the E.R.A. for medical or sur- 
gical services rendered to patients on the E.R.A. 
relief rolls and using beds in the Clarksdale Hos- 
pital which are maintained and paid for by Coa- 
homa County and the City of Clarksdale, patients 
occupying said beds necessarily being charity pa- 
tients. This was discussed fully by Drs. Wilkins, 
Slaughter, Levy, Brandon and Griffin, and Dr. Wil- 
kins made a motion that the chair appoint a com- 
mittee of three to work out rules and regulations 
relative to this matter and present it to the Board 
of Directors of the Clarksdale Hospital at the next 
regular meeting. Motion was seconded by Dr. W. 
S. Slaughter and passed unanimously. The chair 
then appointed, Drs. LeRoy Wilkins, chairman, 
W. H. Brandon, and J. L. Levy as members of the 
committee. 

The following program was presented: 

Optic Neuritis—Dr..D. H. Griffin, Clarksdaie. 

Discussed by Dr. E. LeRoy Wilkins and Dr. Lip- 
sey. Dr. Griffin closed. 

Congenital Absence of Uterus (Case Report).— 
Dr. J. L. Levy, Clarksdale. 

Discussed by Drs. W. H. Brandon, E. LeRoy Wil- 
kins, Lipsey, W. S. Slaughter and N. C. Knight. 
Dr. J. L. Levy closed. 

The staff and society then adjourned unti! the 
next regular meeting on the second Wednesday of 
August. 

N. C. Knight, 
Secretary. 

Abstract: Congenital of Uterus.—Dr. 
Julius L. Levy. 

The following case is of interest on account of 
its comparative rareness and as showing the neces- 
sity of making a most careful examination in 
every case of amenorrhea lasting for any consid- 
erable time. 


Absence 


The patient was a young white woman, single, 
aged eighteen years. She consulted me in March, 
1935, about the absence of menstruation. She was 
of fair complexion, height 60 3-4 inches; weight 125 
pounds, and of stocky build; she was one of nine 
survivors of a family of fifteen. She had never 
menstruated, but when fifteen years of age she be- 
gan having pains in both sides and in epigasiric 
region and had to stay in bed for two weeks. Since 
then she had never had any of the symptoms usual- 
ly present at or about the menstrual period, al- 
though she had been extremely nervous since that 
time and she had a terrible temper, and was dis- 
agreeable with the remainder of the family. The 
breasts were moderately well developed and her 
figure was fairly well proportioned. Her general 
health was good. She had never suffered from ty- 
phoid or other fever or from any acute disease 
with the exception of mumps when she was eight 
years of age and influenza when she was seven- 
teen years of age and she had never had an acci- 
dent of any kind. Her mother and father are 57 
and 62 years of age respectively and are in good 
health, 

Eraminattons—I found the external genitals 
quite normal in appearance and there was the 
usual growth of hair on the mons veneris; the 
labia majora and minora, the clitoris, and the 
meatus urinarius were all well developed; the hy- 
men readily admitted the finger to pass into the 
small vagina which was about two inches long and 
of a fair calibre. It was smooth throughout its 
mucous surface, and nothing could be felt above 
it but intestines; not even a thickening of the 
upper wall, the roof, of the vagina could be dis- 
covered, but on the contrary, the upper portion 
of this cul-de-sac was thinner than the other por- 
tion of it and was movable in every direction. On 
bimanual palpation and by recto-abdominal exan::- 
nations no uterus could be mapped out. After hav- 
ing completed my examination I expressed the 
opinion to my patient that she had no uterus and 
only rudimentary ovaries and tubes that she would 
never menstruate and that she could not possibly 
conceive, and I proposed that with her permission 
I call a consultant to my office to get a corrobo- 
rative or other opinion. She readily agreed to 
this suggestion. The consultant arrived at the 
same opinion as expressed by me, the only point 
of difference being that he thought the ovaries 
might be present but in an arrested development. 

In connection with this case I would, as before 
remarked, strongly advise that in all cases of con- 
tinued amenorrhea a most careful examination 
should be made and more especially in those cases 
in which the menstrual function has been unduly 
delayed or never occurred, and would strongly 
deprecate a routine practice of prescribing medi- 
cines prior to examination in the hope that gocd 
will result. 
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NATCHEZ SANATORIUM STAFF MEETING 
JUNE 9, 1935 
Call to order by chairman. 
2. Reading of minutes, previous meeting. 
3. Bids of Mississippi River Commission dis- 
cussed. 
4. Analysis of hospital service. 
5. Analysis of clinical cases. 
6. Discussion community and charity hospital. 
7. Report of rare case of teratoma of brain, in 
newborn by Dr. E. E. Benoist. 
W. K. Stowers 
Secretary. 
VICKSBURG SANITARIUM STAFF MEETING 
A regular monthly meeting of the staff of the 
Vicksburg Sanitarium was held Wednesday, July 
10, Dr. R. A. Street, Jr., president, presiding. The 
program included the following: 
1. Supper. 
2. Reading of the minutes of the last meeting. 


9. 


3. Business of the staff. 

4. Reports from the Records Department and 
Analysis of the Work of the Hospital. 

5. Report of Vital Statistics from the Warren 
County Health Department.—Dr. F. Michael Smiih, 
Director. 

6. Special Case Reports: 

(1) Carcinoma of the Ovary.—Dr. G. M. Street. 

(2) Advanced Carcinoma of the Cervix Uteri.— 
Dr. A. Street. 

(3) Hyperthyroidism—Thyroidectomy 
Picture).—Dr. J. A. K. Birchett, Jr. 

(4) Fever Therapy.—Dr. Walter E. Johnston. 

7. Special Reports: 

The Recent Meeting of the American Medical 
Association at Atlantic City.—Dr. G. M. Street. 

Follow-up Records—Carcinoma of Cervix Uteri.— 
Dr. Leon S. Lippincott. 


(Motion 


8. Demonstration of Selected Radiographic 
Studies: (1) Joint Mouse; (2) Duodenal Ulcer 
(Two Cases); (3); Cholelithiasis (Two cases); 
(4) Foreign Body in Esophagus. 

9. Three Minute Reports of the Literature of 
the Month: 

(1) Strongyloides Stercoralis 
Leon S. Lippincott. 

(2) Meningococciec Antitoxin.—Dr. G. C. Jarratt. 

(3) The Use of Folliculin in Vulvo-Vaginitis of 
Children.—Dr. R. A. Street, Jr. 

(4) Orthoptic Treatment of Concomitant Squint. 
—Dr. H. H. Johnston. 


Infestation.—Dr. 


Thirteen members of the staff and three guests 
were present. 

The next meeting of the staff will be held Mon- 
day, August 12, 1935. 


Leon S. Lippincoft, 
Secretary. 











Abstract: Follow-Up Records—Carcinoma Of 
Cervix Uteri—Dr. Leon S. Lippincott. 

Forty-six cases of squamous cell carcinoma of 
the cervix uteri were considered. All were first 
seen five or more years ago as follows: 1923 one; 
1924 nine; 1925 two; 1926 seven; 1927 seven; 1928 
tbree; 1929 ten; 1930 seven. Twenty-five patients 
were white and twenty-one colored. 

Twelve patients or 26 per cent are known to be 
living. Of these ten are white and two colored. 
Fifteen patients are known to be dead or 32 per 
cent. Of these eight are white and seven are 
ceclored. No follow up record is available for 
nineteen patients or 41 per cent. Of these seven 
are white and twelve colored. 

Of the twelve living patients, nine were treated 
by radium alone; one by radium and deep roentgen 
ray therapy; one by surgery alone; and one by 
radium and surgery. 

Of the fifteen known dead, eleven were treated 
by radium alone; one by radium and surgery; and 
three received no treatment. 

The grade of malignancy is known in _ thirty- 
three cases with results as follows: 

Living 
Grade I 4—50 per cent 
Grade II 
Grade III 


4—-80 per cent 
1—14 per cent 


Grade IV a 3—23 per cent 
TOTALS ve 12—37 per cent 
Dead Not Known Total 
4—50 per cent 8 
1—20 per cent 5 
4—57 per cent. 2—29 per cent 7 
6—46 per cent 4—31 per cent 13 
10—30 per cent 11—33 per cent 33 


Of forty cases receiving treatment, 12 are known 
to be living 30 per cent; 12 are known to be dead 
39 per cent; and no records are available for 16 
40 per cent. 

Classification by ages when first seen: 

Age Number 


White Colored 
23 to 30 ee 5 3 ..3 
31 to 40 9 daa + 5 
41 to 50 15 = 8 7 
51 to 60 11 ™ 6 5 
61 to 68 5 sf 4 1 
Totals 46 25 21 


The youngest patient was 23 years of age, col- 
ored and the grade of malignancy was III. The 
oldest patient was 68, was also colored, and died 
of cerebral hemorrhage about two years after 
treatment. 


The average age for all patients was 46 years. 


TRI-PARISH MEDICAL SOCIETY 
The Tri-Parish Medical Society held its regular 
monthly meting in Lake Providence, Louisiana on 
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July 2, 1935. Following a most enjoyable dinner 
the members heard a very interesting program, 
each speaker choosing some diversion of the Parish 
Health Unit for his subject. 

The following Guest Speakers were present: 

Dr. G. D. Williams, Monroe, La., whose subject 
was “The Relation of a Full Time Health Depart- 
ment and the Practitioner. 

Dr. F. S. Williams, Oak Grove, La., whose sub- 
ject was, “Diphtheria Carriers and the Influence 
of Tonsillectomy on its Prevalence.” 

Dr. Norris, St. Joseph, La., whose subject was, 
“The Duties of the Health Unit Nurse.” 

Dr. E. S. Freeman, Tallulah, whose subject was, 
“The Relation of the Health Unit Laboratory, its 
Purpose and Value to the Director and the General 
Practitioner.” 

Dr. H. S. 
Parish, 


Smith, Guest Speaker from Lafourche 
“The Value and Ac- 
complishments of the Health Unit.” 

Dr. F. V. Boyd, Lake Providence, La., whose 
subject was, “The Relation of the Health Unit to 
the General Practitioner.” 

G. Sanders Hopkins, M. D., 
Secretary. 


whose subject was, 


THE OSCAR ALLEN TUMOR CLINIC 
CHARITY HOSPITAL, NEW ORLEANS 
The scientific 
Doctor J. T. 
Doctor 


meeting of 
Nix, Director. 
Emmerich Haam, 


July was called by 
The essayist was 
presented the 


von who 


following paper. 
THE 


CYTOLOGICAL CONCEPTION OF CANCER 


Our present understanding of cancer as an au- 
growth of cells, producing local 
destruction, metastases and cachexia, seems to offcr 
sufficient diagnostic signs in order to permit its 
recognition. However, our clinical experience 
teaches us that those cases which represent all the 
above stated usually too far 
advanced and must be regarded as hopeless so far 
as any therapy is concerned. 
of treatment 
malignancy, 


tonomic tissue 


characteristics are 


Our present methods 
success only in 
there has not yet been a 
general spread of the disease over the body, and 
early diagnosis of cancer must be regarded as the 
most important prerogative of any form of therapy. 


promise cases cf 


in which 


In a previous article, biopsy was emphasized as 
the most successful method of early cancer 
diagnosis (von Haam). If performed by the hands 
f a skilled physician, it is a harmless procedure 
and permits a reliable diagnosis of very early cases 
of malignancy. I could also prove that the great 
value of a biopsy is not only in the early recogni- 
tion of cancer but also in the prevention of the 
error of calling a benign lesion malignant and I 
expressed the opinion that the latter factor must 
be regarded under certain circumstances even as 
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the more valuable advantage of a biopsy in doubt- 
ful cases. ; 

Our customary method of performing a biopsy 
consists in the excision of a small piece of tissue, 
usually chosen from the edge of the suspected 
lesion. 

A histological section is prepared according to 
or embedded tissue technic. In 
studying those sections for the purpose of reaching 
a diagnosis, the pathologist will then make his 
observations along two principal lines: he will try 
to find out if the cells in the 
malignant and if the proliferation of the 
typical for a The latter 
is without doubt much easier to make and 
reliable than the 
and many 
consciously are 
by the type of 


the usual frozen 


sections appear 
cells is 
malignant tumor. obser- 
vation 
more 


recognition of malignant 


cells pathologists consciously or un- 
their 
without paying 
of the cells 
cells into the 
of the tissue 


of the host, has already been mentioned as one of 


guided in diagnosis 


proliferation 


solely 
cell 
much atieniion to the appearance 
Infiltrative growth of 
surrounding tissue with 


themselves. 
destruction 


the characteristics, which defines malignancy and 
we certainly have no better way to study the be- 
ginning of this type of tissue invasion than with 
the microscope. Extensive proliferation of 
into the underlying connective 
tissue with the formation of cell emboli in the 
small lymph and blood will permit the 
diagnosis of cancer by means of low magnification 
without special study of the cells. Borst empha- 
cell proliferation” as the 
most characteristic sign of malignancy for which 
an equal in the normal histology of the organism 
can only be found in the growth of the chorionic 
villi into the wall of the uterus. 


squa- 
mous epithelium 


vessels 


sizes this “destructive 


Although apparently easy and sufficiently relia- 
ble, the histopathological diagnosis of cancer by 
the destructive type of cell proliferation alone has 
one great disadvantage (Borst), in that it over- 
looks those very early cases of malignant growth 
in which there has not yet been a malignant inva- 
sion of the surrounding tissue by the cancer cells 
to any extent, cases which are most ideal for any 
therapy. From 
lesions, 


our study of the so-called 
may rightly con- 
clude that there exists a stage in the development 
of cancer in which certain cells possess a high de- 
gree of potential malignancy without any signs of 
aggressive proliferation, and the recognition of 
“slumbering” cancer cells would be of in- 
estimable value in combatting malignancy. 


pre- 


cancerous however, we 


those 


There also exists another which makes 
malignant cells de- 
Because of our desire to reduce the sur- 
gical risk of biopsies to a minimum, the excised 
piece of tissue should be as 
From the tumors far beneath the surface of the 


skin only a punch biopsy with (Hoft- 


reason 
the cytological recognition of 
sirable. 
small as_ possible. 


a trocar 





116 


man’s punch) or even only few cells in the lumen 
of an injection needle will be available for histo 
logical examination. Tumors in serous cavities are 
expected to be recognized by the pathologists from 
the cells in the exudate and repeatedly the patho- 
logist is asked to diagnose the presence of malig- 
nant cells in smears made from the surface of a 
suspected lesion because the narrowminded patient 
resists even the smallest surgical intervention. It 
can easily be understood that no type of cell proli- 
feration can be studied on those biopsies in which 
we can regard ourselves lucky if we receive singie 
or small units of undamaged cells for examination. 
Our diagnosis must then depend solely upon the 
study of the cells. 


Since Virchow’s expostulation of the cellular 
theory of cancer numerous attempts have been 
made to discover characteristic stigmata of “can- 
cer cells”. Ehrlich in 1882 was the first to suggest 
the examination of native slides or slides dried 
and stained with his blood stain for the diagnosis 
of cancer cells in exudates and excretions. He 
describes malignant cells as very large cells with 
large nuclei and extensive fatty degeneration and 
vacuolation. Widal and Ravaut in 1900 classified 
the various types of cell pictures obtained from 
exudates in serous cavities and suggested the “en- 
dothelial formula” as the characteristic cell picture 
for carcinomas. Koeniger emphasizes as the most 
important characteristic sign of cancer cells nutri- 
tional disorders with the appearance of fat drop- 
lets and vacuoles in the plasma of the malignant 
cells. Quensel, in reviewing the extensive litera- 
ture, states that most of the authors agree on the 
following observations: That cancer cells as found 
in the exudates and various excretions including 
pus from ulcerated malignancies appear to be 
large in volume, irregular in form, with numerous 
vacuoles in the plasma and having nuclei which 
are always very large and often multiple. On the 
basis of his own extensive examinations, using a 
specially prepared Methylene-blue Sudan mixture 
for the stain of the cancer cells, he adds some 
important details in regard of the nucleolus. He 
found that the malignant cells is 
usually very large often measuring 3 to 4 microns 
in diameter. 

3Zorst answers the 


nucleolus of 


question, “Does there exist 
any specific sign for malignant cells?”, with an 
emphatic “‘No’. However, he concedes that there 
are some morphological changes which may be very 
helpful in the diagnosis of a malignant tumor al- 
though their absence does not exclude cancer. 
Perhaps the most cited and studied phenomenon of 
malignancy is the presence of atypical mitoses in 
a large number of cells composing the parenchyma 
of malignant tumors. Hyper-and hypo-chromatic 
chromatin spindles in asymetrical or multipolar 
grouping can be observed with many abortive 
forms of mitosis and amitosis. In careful measure- 
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ments and by methods of counting the number of 
mitoses, attempts were also made to differentiate 
more mature forms of malignant tumors from the 
more immature and clinically more progressive 
forms (Paluguay). 

The importance of those “atypical mitoses” for 
the diagnosis of cancer has been so much stressed 
in all textbooks that a fair warning seems to be 
justified. It is an established fact that we en. 
counter many malignant tumors, especially in the 
gioup of sarcomas and lymphatic tumors, in which 
we are not able to observe any mitoses at all, 
typical or atypical. We must also remember, that 
atypical mitoses can be very produced by 
chemical agents, roentgen rays or other factors 
damaging the cells, without necessarily producing a 
malignant tumor. In tissues which are permitted to 
remain for several hours in room temperature be- 
fore fixation, as this is the case in most of the 
autopsy material and in a great part of the surgical 
specimens, the cells will finish the process of 
mitosis and this factor may also explain the scare- 
ity of mitoses in routine sections. 


easily 


The size of the nucleus has been emphasized by 
Heiberg and his co-workers as important diagnostic 
characteristics. Although some malignant 
without doubt small nuclei, he values the 
finding ct enlarged nuclei throughout the lesion 
as strong proof of malignancy. His method co 
measurements however, must be regarded as too 
complicated for practical purposes and although 
his numerous pathological examinations together 
with the experimental findings of Epantschin 
justify his conclusions to some extent, the method 
will be only used in very special occasions. 


celis 
have 


Lately the reported changes in the size of the 
nucleolus have met with renewed interest. Ob- 
served as early as 1896 by Pianese we find it again 
a subject of interest in the work of Saxen, Stenius, 
Castren and Quensel. MacCarthy and his co-work- 
ers found by exact measurements that the nuclear 
nucleolar ration in malignant cells changes due to 
the fact that the nucleoli increase more in size 
than the nuclei. Together with Alexander, I have 
studied this problem on an extensive scale and we 
were able to confirm in principle the observations 
of the above cited authors. How important this 
observation may prove for practical diagnostic pur- 
pceses, I am not able to state at present as more 
systematic examinations are needed before any con- 
clusions can be drawn. 

Concerning changes in the plasma of cancer cells, 
we may state that all reported “specific stigmata” 
have so far been proven to be merely nonspecific 
degenerative changes or artefacts and that we are 
not able to use changes in the cell plasma for our 
differential diagnosis. The specific “‘birds-eye in- 
clusions” of cancer cells are now explained as the 
result of multiplication of the 


centrosome com- 





Hosbital Staff Transactions 117 


bined with certain secretory processes of the cells 
(Ewing) and are found very irregularly. 

Although this short critical analysis demon- 
strates that all the characteristics of cancer cells 
which have been heralded as specific so far by 
yarious authors, have no diagnostic value or need 
much further proof, it can not be denied that most 
of the experience in the 
diagnosis of malignancies, have a strong impres- 


pathologists who have 
sion of a marked difference between normal and 
Borst tries to characterize this il!- 
with 
atypia and cell polymorphia in cancer. 


malignant cells. 
defined difference the expressions of cel 
The great 
variability of cancer cells and their lack on dif- 
ferentiation form the most pronounced contrast to 
differentiation of 
ncrmal cells of the organism. As more cells we 


the uniformity and_ specific 
study in each case, as better we will be able tv 
observe the various cellular disorder 
characterize a malignant growth. It wiil 
us to suspect the diagnosis of cancer in 
or from cell without 
local tissue until the problem 
ct the cancer cell is solved. 
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J. T. NIX CLINIC 

At a meeting held in July, Doctor Ruth G. Ale- 

man prescnted the following paper. 
MALIGNANT TUMORS OF CHILDHOOD 

Mo:t persons hold the belief that 
disease occurring exclusively in late adult life and 
old age. large extent in the 
strict eancer, for physicians 
cnly to those malignant growths which 
the skin or in the lining membranes of 
the organs cf the body. But the statement does 
not hold if one refers to all the malignant tumors 
that develop in the human organism, because un- 
fortunately, the life of many individuals is snuffed 
out during the first two decades by the de:tructive 
activity cof some of these growths. 


cancer is a 


This is true to a 
sense of the word 
apply it 


arise in 


Childhood has always been a period of trial— 
the time of exposure to the hazards and ordeals 
of successive bouts of acute illness. Thanks to the 
continued in preventive and curative 
measures, infectious diseases no longer take the 
toll of lives formerly exacted of cur young child- 
ren. The death rate from scarlet fever, diphtheria, 
malaria, typhoid fever and many other maladies, 
has been cut down to a small fraction of what it 
formerly was. The death rate from tuberculosis 
has also been markedly decreased. There is time 
now, therefore, for devoting our attention and ex- 
posing an entirely different sort of menace, here- 
tofore kept in the background because the mali- 
gnant tumors form a relatively small though by 
no means cent of the 
group of maladies which occur in children. 

The supportive tissues of the body, such as bone 
and muscle, give rise to malignant tumors to 
which the word sarcoma is given, because of the 


advances 


inconsiderable per great 


fleshy appearance of some of these tumors, sarx 
meaning flesh in Greek. Sarcomas appear at any 
age, but are more likely to develop early in lite, 
in young people, in children, even in infants, and 
though they are met less frequently than th? 
cancer, they are more to be feared in that their 
progress is even more difficult to check. 

The cancers of older people are sometimes seen 
in children. There is a case on record of a car- 
cinoma of the stomach occurring in a boy four and 
a half years old, and another of a cancer of the 
rectum in a child of eight. 
exceptional, as to have no 


This is so rare, so 
practical importance, 
except as regards the kidney. 

Cancer of the kidney, known as Wilm’s tumor, 
is a disease of childhood. 
that usually it is first 
has developed in 


Its progress is so silent. 
noticed when a big lump 
the abdomen, or large 
amount of blocd is seen in the urine. Such tumors 
with heavy radiation with the 
roentgen rays, followed by removal of the affected 
kindney. Better results are dependent on the dis- 
covery of a method of detecting them earlier. 


when a 


ean be controlled 


Probably the cnly growth of the nervous system 
of importance in childhood is one called neuroepi- 
thelicma of the retina. The retina 
sensitive to 


is the inner 
light, the essential 
This is one of the few tumors in 


coat of the eye, 
part for vision. 
which a true hereditary tendency has been noted. 
It has been observed in several generations of some 
families and in children of the same 
parents. Often children are born with the tumor 
and usually it makes its appearance before the 
eighth year. Since the tumor develops inside the 
eye, and since the child is usually unable to com- 
plain of the change in vision, the tumor grow; 
considerably before the parents are aware of it. 
If they are observant they may be able to notice a 
yellowish or reddish appearance in the pupil, or 
round opening of the eye. In this stage the coa- 


several 
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dition has come to be known as the amaurotic cat’s 
eye. The only way of dealing with a condition 
such as this is to be radical. The eye must be 
sacrificed to save the child’s life. To temporize 
is to condemn the baby. Lately, encouraging re- 
sults have been obtained with roentgen rays and 
radium and it is to be hoped with greater exper- 
ience more will be accomplished. 


Tumors of bone are probably the type of mali- 
gnancy found most often in children. The growth 
usually appears at the end of one of the long 
bones, especially the bones of the knee. Before 
any enlargement of the bone is seen, their pres- 
ence is indicated by pain. This onset with pain 
is an exceedingly valuable feature of the disease 
because it should warn the family as to the serious- 
ness of the condition with which the child is 
afflicted. This warning if properly heeded should 
serve to institute treatment early, when the chances 
of effecting a cure are greatest. It is regrettable 
that in the majority of cases pain is ignored for 
weeks or months, thereby sacrificing the oppor- 
tunity for a victory over a type of sarcoma which 
is ruthless in its invasion and destruction of the 
vital structures of the body. Sarcoma of bone for- 
gives no mistakes, and the gravest mistake one 
can make is to procrastinate. When a child com- 
plains of pain in a bone, one is inclined to dismiss 
the trouble as being due to a blow or a fall of 
recent occurrence, or to attribute it to rheumatism, 
or to call it “growing pains”. But if is very un- 
safe to be so vague. If a child complains in this 
manner the proper thing to do is to have him 
examined by a physician, and if the pain persists 
for a week, to get roentgen ray films of the bone. 
If no tumor is present, what a relief! If a sar- 
coma is found, it has been discovered in time to 
deal with it effectively. It is at this stage that 
the family must have the courage of following the 
treatment through to the extremes demanded by 
the gravity of the malady. Sacrifices will be de- 
manded and must be made promptly with a stout 
heart. For the time lost in making decisions, and 
independently consulting several physicians, is 
irretrievable. To lose time is to lose a life. In 
cases of doubt or dissatisfaction with the opinion 
of the attenting physican, the request for consulta- 
tion is very gladly acceded to. He is as anxious 
as you are to get the benefit of other opinions 
without jeopardizing the life of the child. The 
handicap of the loss of a limb is quickly compen- 
sated in the early years of life. At the present 
time surgery offers the best chance in dealing with 
sarcoma of bone but the rapid progress of our 
methods of radiation argues well for the future. 


It is very unfortunate that no other tumor pro- 
duces pain at the onset. If malignant growths 
were ushered with severe discomforts our number 
of cures would multiply in a very satisfying man- 
ner. The rule, however, is for the condition to 


grow silently producing vague, obscure discom- 
forts of which an adult is barely aware, and which 
a child utterly disregards. 

The child often carefully guarded against ex- 
pesure to diseases prevalent in early life is ignored 
when he complains of pain in the bone because 
its significance is not known to his parents. 
Therefore, let us keep vigil in order that we may 
protect him, man’s most precious possession from 
the ravages of this dreaded malady. 

In closing, we would like to point out in a con- 
vincing manner that if all the cases of cancer 
might be seen early, diagnosed and treated at their 
beginning, the annual death rate of 150,000 people 
in the United States ad Canada, would be reduced 
by at least thirty-three per cent a year. 


HOTEL DIEU 

The regular monthly meeting of the Hotel Dieu 
Staff was held June 17, 1935 in the Nurses’ Lecture 
Room. Dr. Val H. Fuchs presided. 

Dr. Max M. Green presented a case report “In- 
terstitial Cystitis with Contracted Bladder Treated 
by Bilateral Ureteral Transplantation’’. 

Interstitial cystitis is the ultimate results of a 
neglected cystitis. Just as a chronically neglected 
urethritis may become a periurethritis with result- 
ing stricture of the urethra, so a neglected cystitis 
may become an interstitial cystitis with resulting 
fibrosis and contracture of the bladder. The con- 
tracted bladder analagous to a stricture of urethra 
is the end result. 

A section of such a bladder according to Meads 
shows, in addition to inflammatory changes, 
marked fibrosis of tissues beneath the mucosa and 
great thickening of the blood vessels. 

Meads classifies these cases into three groups: 
1. Early; 2. Mid (Uleer); 3. Late Stage. 

1. Early: His cases show symptoms of per- 
sistent bladder irritability for four 
to thirty-six months, 

Knife like pains in bladder—Supra- 
pubic tenderness, nervous, suffering 
one to nine years. 

Complaining over a period of six to 
fifteen years. The symptoms having 
become almost unbearable. 

This patient (G. W.) is not a case of Hunner’s 
ulcer (typical), but has had a long standing 
systitis, possibly resulting from a chronically in- 
fected posterior urethra. We have little data on 
the upper urinary tract, as we haven’t been able 
to catheterize the kidneys. 

George W, colored male, aged 22 years, admitted 
to hospital for first time 4-10-34; discharged 5-2- 
34. C. C.: Pain over bladder and frequency of 
urination. P. J.: This patient had gonorrhea in 
March, 1933 and was given medicine to take by 
mouth by a druggist. Condition recurred in Sev- 
tember. In December passed pus and blood in the 





2. Mid: 


3. Late: 
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urine. Has seen blood clots in the urine off and 
on since associated with increased frequency and 
nocturia. Bowels are regular. No cough or pains 
in chest. F. H.: Negative. P. H.: Usual child- 
hood diseases. M. H.: Married. V. H.: As above. 
Physical Examinations Negative, except for ten- 
derness over lower abdomen. 4-12-34. Cystoscopy: 
Acute cystitis, contracted bladder. Culture of urine 
shows staphylococcus albus. Wassermann: Nega- 
tive. Blood Chemistry: N. P. N. 29; urea nitro- 
gen 14; sugar 104. Urine shows few pus and R. 
B. C. Impossible to get P. S. P. on account of 
urgency and very cloudy urine. Readmitted 12-24- 
34. Frequency and pain over bladder gradually 
became worse until November, 1934 when noticed 
blood in the urine and frequency (over 10 minutes) 
now. Physical Examinations As on _ previous 
examination, 

1-3—Under sacral block cystoscopy was done. 
Acute cystitis and contracted bladder found. Botn 
ureteral orifices seen, but unable to get even a 
bougie by. 

1-16—Intravenous pyelogram showed dilated, 
elongated and ptosed right kidney, ureter kinked. 
Right pyelogram resembled bifid kidney pelvis. 
Patient continued to complain and begged that 
something be done to relieve him. 

2-26—Right ureter transplanted into sigmoid 
according to Coffey technic No. 3. Ureter found 
dilated, making operation more difficult. Follow- 
ing operation patient did badly and apparentiy 
developed an ileus (rigid and distended). He had 
numerous infusions and general supportive meas- 
ures. Blood chemistry: N. P. N. 85; Urea Nitro- 
gen 40; Sugar 78. 


3-8—Watery stools. Patient improved. Almost 
incontinency with burning in rectum. Diarrhea 
continued for about eight days when had to give 
bismuth to control it. Did well for next ten days. 

Went home 4-29 to return in four to six weeks. 

Readmitted 5-28-35. Gained weight at home, but 
wants to complete operation. Seems to have ure- 
teral transplant done Coffey No. 3. Temperature 
up to 104° next day. Up 2-3 days. 

5-28—Complained of pains in left kidney. Tem- 
perature 102°. 

5-31—Temperature down, but patient slightly 
jaundiced. 

6-5—Jaundice disappeared—Temperature 99 

6-8—Intravenous pyelogram done. Shows both 
kidneys well, but ureters do not visualize as well 
as before operation. Both kidney pelves dilated. 


This patient is certainly much more comfortable 
now. He states that he has one normal stool a day 
with two to three watery evacuations daily. There 
is slight discomfort associated with the elimina- 
tion of urine; otherwise he is feeling very well. 

It may be necessary to do a cystectomy later, 
depending on the progress of the patient. He has 
no trouble with his bladder at present. No attempt 
at P. S. P. since operation. 


This paper was discussed by Drs. Couret, Landry, 
Anderson, Levy, and Gately. 

Dr. J. K. Howles presented “Precancerous Con- 
ditions of the Skin” accompanied by lantern slides. 

The meeting then resolved into Executive Ses- 
sion and adjourned at 10 o’clock p. m. 
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SOUTHERN MEDICAL ASSOCIATION MEETING 


Allow me to inform or remind the profession of 
Louisiana, as well as our Sister states, that the 
Southern Medical Association will meet in St. 
Louis this fall, beginning on November 19. It is 
perhaps superfluous for me to state here that this 
organization is the second largest in this country 
and that it deals, particularly, with problems of 
special interest to the doctors of the South. It has 
met three times in New Orleans and each of these 
meetings were marked by large attendance and 
much enthusiasm; last year, the convention in San 
Antonio was probably the largest on record. Our 
state has been honored three times by having one 
of our number selected as president, viz: the late 
Drs. Oscar Dowling and Isadore Dyer and Dr. C. 
C, Bass. 


An excellent program of scientific interest, in- 
cluding “clinical sessions,” is being arranged; in 
addition, the local profession and the Chamber of 
Commerce are making special efforts to provide 


outside entertainment. It behooves us to go in 
large numbers, but, I am sorry to state, the mem- 
bership from Louisiana is too small; every mem- 
ber of our state society should join the Southern, 
whether he intends to go or not, as the prestige of 
membership and the Southern Medical Journal, 
alone, are worth more than the amount of the 
dues. 

FALL IN LINE, DOCTORS! I shall be glad to 
have your applications and, then, if possible, FALL 
IN LINE FOR THE BIG MARCH ON ST. LOUIS 
IN NOVEMBER! 

Fraternally yours, 
Arthur A. Herold, 
Councilor for Louisiana. 
Shreveport, July 12, 1935. 


MEDICAL NEWS 
Dr. H. W. E. Walther, of the department of urol- 
ogy, of the Southern Baptist Hospital, delivered an 
address before the Teachers College in the Sun:- 
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mer Session at Tulane University of Louisiana on 
July 16, his subject being “Social Diseases: a 
Personal and Community Problem.” 

Interne Curtis R. Chaffin. Relieved from duty 
at New Orleans, La., on June 29, and assigned to 
duty at the Marine Hospital, St. Louis, Mo. June 
22, 1935. 

Acting Assistant Surgeon J. T. Delougherty, Di- 
rected to proceed from St. Louis, Mo., to New Or- 
leans, La., and report to the Medical Officer in 
Charge, Marine Hospital, for temporary duty ior 
approximately two months beginning July 1. June 
24, 1935. 


The sixty-fourth annual meeting of the Ameri- 
Public Health Association will be held in Mil- 
waukee, Wisconsin, October 7-10. 


«an 


INFECTIOUS DISEASE IN LOUISIANA 


Weekly morbidity reports from the Bureau of 
Epidemiology, of the Louisiana State Board of 
Health, furnished us by Dr. J. A. O'Hara, Enpi- 


demiologist, for the State, contained the following 
facts: During the week ending June 15, cancer, 
malaria, pulmonary tubercu- 
losis, syphilis, and typhoid fever, were all report- 
ed in double figures, with measles and syphilis 
heading the list, 90 and 49 cases respectively. 
There were eases of poliomyelitis, one in 
E. Carroll, 2 in Orleans and 4 in Pointe Coupee. 
One case of typhus fever was reported in Orleans. 
The following week, ending June 22, the 25th week 
of the year, there were reported 55 cases of malaria, 
43 cases of pneumonia, 34 cases of pulmonary tuber- 
culosis, 23 cases of syphilis, 21 cases of cancer, 20 
cases of typhoid fever, 11 cases of scarlet fever and 
11 cases of influenza. Three cases of poliomyelitis 
were reported. Eight cases of undulant fever oc- 
curred. In the week ending July 6, malaria headed 
the list with 68 cases. Forty-two cases of syphilis 
were reported, 3 cases of poliomyelitis, none in the 
Parish of Orleans. One case of rabies was reporte’1 
in Natchitoches Parish. For the 28th week, endinz 
July 13, malaria with 118 cases was again at the 
head of the list. Pneumonia cases increased from 
31 to 47. There were 3 cases of poliomyelitis, one 
each in Lafourche, Orleans and Tangipahio. 


measles, pneumonia, 


seven 


HEALTH OF NEW ORLEANS 
The Department 


Sus, 


of Commerce, Bureau of Cen- 
that for the week ending June 15, 
there were 157 deaths in the city of New Orleans 
of which 98 white and 59 colored, with a 
group death rate of 17. The infant mortality was 


reports 


were 


12. In the week of June 22, the total deaths 
amounted to 141, 80 white and 61 colored. The ir- 


fant mortality had risen to 16, 9 white and 7 col- 
ored. During the following week, June 29, the 
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total deaths amounted to 141 with a group death 
rate of 15.3. The infant mortality was 18 with the 
infant mortality rate of 107 as compared with the 
infant mortality rate for 1933 of 81. The total 
deaths during the week of July 6, were 141, di- 
vided 80 white and 61 colored and the infant mor- 
tality was 10, the infant mortality rate having 
dropped to 53. 


WOMAN’S AUXILIARY 
Louisiana State Medical Society 

We are very much indebted and grateful to Mrs. 
Arthur A. Herold of Shreveport who was one of 
the Louisiana delegates, for the following report 
on the A. M. A. Auxiliary meeting held in Atlantic 
City, June 11-14. This is a splendidly written and 
most interesting report which all of you are going 
to enjoy reading: 

“The joint mecting of the American Medical Asso- 
ciation and the Canadian Medical Association held 
in Atlantic City this June brought out the largest 
gathering of doctors in the history of the world. 
Of course, we shared in this unusual event and our 
meetings, as far as I have been able to learn, were 
the largest and most enthusiastic Auxiliary meet- 
ings held since its inception. The registration was 
as follows: 





National Board Members : P , 38 
Delegates - es ; 92 
Members 730 
American Guests isthe a 
Canadian Guests 103 

Grand Total _.... 1822 


The Post-Convention Board meetings were lie!d 
on June 10, having two sessions; one morning and 
one afternoon, with a very enjoyable Board lunch- 
eon in between. It was at these meetings that 
the Constitution was read and discussed in detail, 
and finally put in proper form for the open meet- 
ing. At the general meeting, however, it was not 
read as time was precious and so many had al- 
ready read it that it was voted to leave it as the 
Board had formed it and have it go in this form 
to the Advisory Council. 

The two general meetings were held Tuesday 
and Wednesday mornings respectively. At these 
meetings, National Committee reports were read 
and all States having a representative had their 
reports read. The National Committee Chairman 
made many recommendations. Of those approved, 
I think the most important were the following: 

Recommendations made by Organization Chair- 
man: 

1. That the States use more discretion in the 

selection of Organization Chairman. 

2. In States where counties have less than ten 

doctors in the county that they organize 

districts. 


into 





th 
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Recommendations made by Committee on Pub- 
lic Relations: 

1. The continuation of the Public Relations 

Educational Program through Health Programs, 

Health Institutes and Essay Contests. 

2. That Auxiliaries continue co-operation with 

jocal Parent-Teacher groups in their Health 

Programs by urging periodic health examina- 

tions of school children in the office of the fam- 

ily physician in preference to mass Clinics. 

3. The promotion of Hygeia Exhibits at County 

and State Fairs with Auxiliary members serving 

as hostesses and distributing A.M.A. health lit- 
erature. 
Recommendations from President of the Geor- 
gia Auxiliary: 
1. That the National Auxiliary recommend to 
the States that each State observe annually, a 
day of appreciation of the struggles and sacri- 
fices that the Medical Profession has made in 
the defense of human living throughout the 
ages—such a day to be called “Doctors’ Day” and 
to be selected by each State in commemoration 
of some member or notable advance in the Med- 
ical Arts of that State. 
I was especially interested to learn from the re- 
port of the Hygeia Chairman that there had been 
an increase in its subscription, eighteen out of 
thirty-eight states showing an increase. 
There were many interesting points brought out 
in the State reports. So much interest was shown 
in them that it was decided to have mimeograpiied 
copies of them made immediately and sent to all 
State Presidents and Secretaries. Louisiana’s re- 
port was very well written, for it left out all so- 
cial and unimportant details and stressed her im- 
portant activities. It was read by Mrs. Arthur A. 
Herold. Two new States have auxiliaries, namely, 
New York and North Dakota, making a total mem- 
bership of 15,492. 
The Memorial Service held Tuesday morning was 
very impressive and a special tribute was paid cur 
beloved friend and neighbor, Mrs. Preston Hunt, 
who passed away while president of the Texas 
Auxiliary. 
The following officers were elected for the com- 
ing year: 
President, Mrs. Rogers N. Herbert, Tennessee 
Vice-President, Mrs. J. Bonar White, Georgia 
Second Vice-President, Mrs. Otis Floyd Lamson, 
Washington 

Third Vice-President, Mrs. Elmer L. Whitney, 
Michigan 

Fourth Vice-President, Mrs. Prentiss Wilscn, 
Dist. of Columbia 

Recording Secretary, Mrs. Charles C. Tomlinson, 
Nebraska 

Treasurer, Mrs. Eben J. Carey, Wisconsin 

Directors One Year, Mrs. Arthur A. Herold, 


Louisiana; Mrs. Fredreick N. Scatena, Califor- 
nia; Mrs. Martin L. Stevens, North Carolina. 

Directors Two Years, Mrs. A. J. Casselman, New 

Jersey; Mrs. L. M. Downing, Iowa; Mrs. John 
O. McReynolds, Texas. 

The Social side of the meeting was almost per- 
fect, for practically every form of entertainment 
was offered and each one carried out to the mi- 
nutest detail. The Auxiliary luncheon held 
Wednesday was attended by an unusually large 
number of women for it was announced that an 
excellent program had been prepared. Those of 
us who were fortuate enough to attend this lunch- 
eon were not disappointed, for we were given a 
pleasant surprise in a visit from Dr. Dafoe. He 
told us many details about the quintuplets and an- 
swered all of our questions in a most charming 
manner. At this luncheon, we were also given an 
intellectual treat in an address by Dr. Leonard 
George Rowntree, Director of the Philadelphia In- 
stitute of Medical Research, who spoke for nearly 
an hour on “The History of Medicine.’ He spoke 
without a note, and his address was so scholarly 
and so well delivered that to all of us it seemed as 
if he had spoken only a few minutes. 

It is impossible, on paper, to convey to you in 
even a slight degree the friendly spirit that pre- 
vailed at our Atlantic City meeting. My parting 
advice to you is to begin now to plan to attend our 
next meeting, which will be held in Kansas City, 
for only then will you be able to understand all 
that a National meeting means to an Auxiliary 
worker.” 


We hope that the foregoing report will be an 
incentive to all Auxiliary members to want to at- 
tend the Kansas City meeting next year. Let us 
all be thinking about it, what say? 


Mrs. George D. Feldner, Chairman, 
Press and Publicity. 


OUACHITA PARISH 


The Woman’s Auxiliary to the Ouachita Parish 
Medical Society closed the 1934-35 session June 18 
with a theatre party followed by an “at home” in 
the home of Mrs. D. T. Milam with Mrs. J. B. 
Vaughan, Mrs. J. P. Brown, and Mrs. W. L. Bendel 
co-hostesses, having as our honor guests the grad- 
uating class of nurses at the St. Francis Sanitar- 
ium. Every year the Auxiliary looks forward to 
their day with the Nurses and trys to make this 
day a gala occasion. 

The following officers were elected and will re- 
sume their duties until the end of the fiscal year, 
March, 1936: 

Mrs. J. Q. Graves, President 

Mrs. C. P. Gray, First Vice-President 

Mrs. W. L. Bendel, Second Vice-President 

Mrs. L. L. Shlenker, Recording Secretary 

Mrs. I. J. Wolff, Corresponding Secretary 











Mrs. D. T. Milam, Publicity Secretary 
Mrs. A. D. Tisdale, Treasurer 

Mrs. C. H. Hill, Historian 

Mrs. P. L. Perot, Parliamentarian 


It seems as though our year ended rather quick- 
ly for we had so many things to accomplish. Yet 
in checking our projects we did find that the fol- 
lowing are the most outstanding. 

1. Contributions to the indigent physicians 
fund. 

2. Contributions of literature and a book to the 
St. Francis Sanitarium Library. 

3. Periodic health examinations. 
drive during 
physi- 


the tubercular 
literature, provided 


4. Sponsors for 


which we distributed 
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cians to give lectures, and also free examinations. 

5. Along our social lines we sponsored a dance 
given by the nursing staff of St. Francis Sanitar- 
ium—the proceeds being used in purchasing lit- 
erature and books for the library. Several times 
during the year entertainments have been given 
for the Doctors and their wives which have proved 
most enjoyable. 

We are looking forward to a better year and are 
hoping that numerous items can be added to our 
project list. 

May the work of the Auxiliaries as a whole 
increase its value and succeed in accomplishing 
bigger and better things this ensuing year. 

Mrs. D. T. Milam, 
Publicity Secretary. 
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FROM OUR PRESIDENT 

Work is going forward for our Greenville meet- 
ing next May. Chairmen for the different sections 
have been appointed and a splendid co-operative 
response has come from these gentlemen indicat- 
ing a successful meeting. They are: 

Dr. W. H. Parsons, Vicksburg, 
Section on Surgery. 

Dr. H. L. McKinnon, Hattiesburg, Chairman of 
Section on Medicine. 

Dr. B. D. Blackwelder, Hattiesburg, Chairman 
of Section on Hygiene and Public Health. 

Dr. D. F. Cotton, McComb, Chairman of Section 
ou Eye, Ear, Nose, and Throat. 
Mutual Insurance has been 

Drs. R. C. Elmore, Durant, 


Chairman of 


A committee on 
appointed as follows: 


R. W. Stevenson, Lexington, and Willis Walley, 
Jackson. 
I ask that the secretaries of the respective 


ecmponent societies be on the lookout for out- 
standing papers and see that the author is invited 
ts other societies that they may have the benefit 
of his efforts in preparing such a paper during 
this year. I believe this plan will increase inter- 
est with our local societies and enable the writer 
to realize a greater reward for his service. 

J. R. Hill. 





SUGGESTED AGREEMENT BETWEEN 
MISSISSIPPI DOCTORS AND THE 
STATE WELFARE ADMINISTRATOR 


1. A deputy with authority to give orders for 
visits and treatment shall be located near each 
active practitioner in the state, provided said 
practitioner is a member of the State Medical 
Association, so that he may easily contact her or 
him. 

2. No doctor shall be given an order by a wel- 
fare worker unless he is an active member of the 


county and district medical association where he 
resides. 

3. The amount paid the doctor shall be $2.00 
for the first mile or fractional part thereof, and 
for calls beyond one mile, the amount paid shall 
be $2.00 PLUS twenty-five cents per mile or frac- 
tional part thereof. 

4. When the doctor visits a patient by order 
of the welfare worker, he shall report to the wel- 
fare worker the number of visits that will probably 
be necessary to be made. The welfare worker 
shall then give an order for such number of visits 
as the doctor and the welfare worker may agree 
upon. If at the consummation of the said agree- 
ment the doctor thinks that the patient needs 
further treatment, he shall contact the welfare 
worker and secure an agreement for additional 
visits. 

5. Office calls snamu ve $2.00 

6. Obstetrical fees shall be $20.00 

7. Surgical fees shall be: minor operations, 
$5.00; tonsillectomy, $25.00; major operations, $50. 

8. Each county medical society shall elect a 
committee of three of its members whose duty it 
shall be to adjust differences between doctors and 
the welfare workers. If the above mentioned com- 
mittee is unable to reach an agreement with the 
welfare worker the committee shall appeal the 
matter to the State Welfare Administrator. 

9. If the welfare worker thinks that a doctor 
is unfair or dishonest, she may report the matter 
to the aforementioned committee of three who 
shall investigate the same. If the committee 
finds that the doctor is unfair or dishonest it 
shall so report to the county society. If the county 
society sustains the verdict of the committee, the 
offending doctor shall not be given another order 
by the welfare worker. 

10. If any doctor attempts to influence a wel- 
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fare worker, by price cutting or by any other 
method to send patients to him or to give him 
orders, she shall report the same to the above 
mentioned committee, if the committee thinks that 
the doctor is guilty of said soliciting or price cut- 
ting, it shall so report to the county society. If 
the county society sustains, by majority vote of 
the members present, the opinion of the commit- 
tee, the welfare worker shall not give the offend- 
ing doctor another order. 


11. The welfare worker may pay a reasonable 
fee for radiograms and for roentgen ray and radium 
treatments. 

J. R. Williams. 


PHYSICIANS LICENSED BY THE STATE 
BOARD OF HEALTH, JUNE 27, 1935 


BY WRITTEN EXAMINATION: 


Dr. Aubrey Anslem Aden, Valley Park; Dr. Allie 
McCune Arrington, Decatur; Dr. Woodard Davis 
Beacham, Hattiesburg; Dr. James Gilbert Blaine, 
Jackson; Dr. Francis Fairley Burton, (col.) Meri- 
dian; Dr. Joseph Ciolino, Greenville; Dr. Ottis 
3razel Crocker, Sarepta; Dr. Hugh Kimbriel Curry, 
Eupora; Dr. Sebron Culpepper Dale, Prentiss; Dr. 
William Colyn Golden, Walnut Grove; Dr. Paul 
togers Googe, Booneville; Dr. Everett Glenn 
Grantham, West Point; Dr. Wallace Arnold Hull, 
DeKalb; Dr. Robert Lee Johnson, Tupelo; Dr. John 
Morgan Kellum, Houston; Dr. William Henry 
Lacey, Holly Springs; Dr. Volney Richardson Lid- 
dell, Vicksburg; Dr. Onnie Preston Myers, Collirs- 
ville; Dr. Thomas Calvert Naugle, West Point; Dr. 
Joseph Glenn Peeler, Clinton; Dr. Wayne C. Pitt 
man, Sweatman; Dr. Clarence D. Pritchard, Ox- 
ford; Dr. Emmett Ray, Kosciusko; Dr. Owen 
Royce, Jr., Isola; Dr. Gus Adolphus Rush, Jr., 
Meridian; Dr. Fred Monroe Sandifer, Jr., Greer- 
wood; Dr. Earl Spinks Seale, Meridian; Dr. Robert 
Edward Stegall, Gulfport; Dr. Cecil Rhodes Wal- 
ley, Jackson; Dr. Albert Gayden Ward, Jackson; 
Dr. Frank Alton Wood, Lena; Dr. Samuel Buford 
Word, Aberdeen. 


BY RECIPROCITY: 


Dr. Austin Howard Applewhite, Columbia, from 
Tennessee Dr. Elton Langston Bolton, Biloxi, from 
Georgia; Dr. LeRoy Bloch Brackstone, Iuka, from 
Tennessee; Dr. George A. Carmichael, (col.); Can- 
ton, from Tennessee; Dr. Lee McDonald Lipscomb, 
Jackson, National Board Medical Examiners; Dr. 
John Clifford McGuire, Hazlehurst, from Kentucky; 
Dr. Thomas W. Meriwether, Senatobia, from Ten- 
nessee; Dr. James J. Pittman, Tylertown, from 
Louisiana; ,Dr. Cecil Cullen Smith, Indianola 
from Georgia; Dr. William J. Weatherford, Pasca- 
goula, from Alabama; Dr. Lightfoot West, (col.) 
Horn Lake, from Tennessee. 


MISSISSIPPI STATE BOARD OF HEALTH 

Visitors to Mississippi to study the Public Health 
program are: 

Mr. Enrique Volio of the Costa Rica Department 
of Health, who has been studying at the Harvard 
Engineering School, spent about two weeks look- 
ing over the sanitation work. 

Dr. John K. Sphangos, a member of the faculty 
of the Athens, Greece, School of Hygiene, is 
spending the month of July studying the organi- 
zation of the State Board of Health, the full-time 
county health work program, also public health 
nursing and malaria activities. Dr. Sphangos has 
been studying at Johns Hopkins University. 

Dr. Alberto P. Leon of Mexico City, who hav 
just completed a year’s study at Harvard Univer- 
sity, will spend all of July observing the Missis- 
sippi public health program. Upon completion of 
his studies, he will return to Mexico to a post in 
the public health service. 

Mr. T. Y. Koo of the Central Field Station, 
Nanking, China, who has been studying sanitary 
engineering at the University of North Carolina, 
spent ten days in Mississippi viewing the malaria 
control and sanitation work. 

Mississipppi is complimented that these public 
health leaders from Mexico, Costa Rica, China, and 
Greece felt that it was worth while for them to 
spend time here. We hope their visit was pleas- 
ant and profitable. 

Felix J. Underwood, 
Executive Officer. 


ET ATR TE: 
DEATHS OF MISSISSIPPI PHYSICIANS 


Dr. John Hillman McLain, Jackson, June. 
Dr. Sam Poole, Leakesville, June. 
Dr. S. E. Rees, Purvis, July. 


| IROL STM 

MISSISSIPPI COUNTY HEALTH OFFICERS 

JULY 1, 19835—JUNE 30, 1937 
*Adams—Dr. A. R. Perry, Natchez. 
Aleorn—Dr. R. E. Honnoll, Corinth. 
Amite—Dr. C. W. Stewart, Osyka. 
Attala—Dr. C. A. Pender, Kosciusko. 
Benton—Dr. Frank Ferrell, Ashland. 
*Bolivar—Dr. R. D. Dedwylder, Cleveland. 
Calhoun—Dr. F. L. McGahey, Calhoun City. 
Carroll—Dr. M. E, Arrington, Vaiden. 
Chickasaw—Dr. J. Rice Williams, Houston. 
Choctaw—Dr. J. James, Ackerman. 
Claiborne—Dr. W. N. Jenkins, Port Gibson. 
Clarke—Dr. W. C. Norris, Quitman. 
Clay—Dr. J. E. Ellis, West Point. 
*Coahoma—Dr. N. C. Knight, Clarksdale. 
*Copiah—Dr. J. C. McGuire, Hazlehurst. 
Covington—Dr. G. T. Cranford, Seminary. 
DeSoto—Dr. A. L. Emerson, Hernando. 
*Forrest—Dr. B. D. Blackwelder, Hattiesburg. 
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Franklin—Dr. J. C. McGehee, Bude. 
George—Dr. R. F. Ratliff, Lucedale. 
Greene—Dr. A. Graham, Leakesville. 
Grenada—Dr. T. J. Brown, Grenada. 
*Hancock—Dr. C. M. Shipp, Bay St. Louis. 
*Harrison—Dr. D. J. Williams, Gulfport. 

*Hinds—Dr. W. E. Noblin, Jackson. 
*Holmes—Dr. C. C. Smith, Lexington. 
*Humphreys—Dr. J. W. Barkley, Belzoni. 
Issaquena—Dr. T. W. Huey, Grace. 
Itawamba—Dr. N. W. Nanney, Fulton. 
*Jackson—Dr. R. G. Lander, Pascagoula. 
Jasper—Dr. C. E. Burnham, Bay Springs. 
Jefferson—Dr. W. H. H. Lewis, Fayette. 
Jefferson Davis—Dr. G. C. Terrell, Prentiss. 
Jones—Dr. T. R. Beech, Ellisville. 
Kemper—Dr. V. M. Creekmore, DeKalb. 
Lafayette—Dr. E. S. Bramlett, Oxford. 
*Lamar—Dr. J. N. Mason, Purvis. 
*Lauderdale—Dr. D. V. Galloway, Meridian. 

Lawrence—Dr. T. F. Conn, Monticello. 
Leake—Dr. W. S. Martin, Carthage. 
*Lee—Dr. W. H. Cleveland, Tupelo. 
*Leflore—Dr. L. A. Barnett, Greenwood, 
*Lincoln—Dr. W. R. May, Brookhaven. 
Lowndes—Dr. C. E. Lehmberg, Columbus. 
Madison—Dr. John B. Howell, Canton. 
Marion—Dr. D. A. Ratliff, Columbia. 
Marshall—Dr. Ira B. Seale, Holly Springs. 
*Monroe—Dr. Chas. H. Love, Aberdeen. 
Montgomery—Dr. J. P. Synnott, Winona. 
Newton—Dr. W. A. McMahen, Union. 
Neshoba—Dr. W. L. Watkins, Philadelphia. 
Noxubee—Dr. E. M. Murphey, Macon. 
Oktibbeha—Dr. J. F. Eckford, Starkville. 
Panola—Dr. A. P. Alexander, Como. 

*Pearl River—Dr. G. E. Godman, Poplarville. 

Perry—Dr. B. T. Robinson, New Augusta. 
*Pike—Dr. T. P. Haney, Jr., McComb. 
Pontotoc—Dr. R. P. Donaldson, Pontotoc. 
Prentiss—Dr. W. H. Anderson, Booneville. 
Quitman—Dr. A. C, Covington, Marks. 
Rankin—Dr. J. B. Ainsworth, Florence. 
Scott—Dr. W. E. Anderson, Forest. 
*Sharkey—Dr. A. K. Barrier, Rolling Fork. 
Simpson—Dr. R. E. Giles, Mendenhall. 
Smith—Dr. W. M. Coursey, Raleigh. 
Stone—Dr. S. E. Dunlap, Wiggins. 
*Sunflower—Dr. H. B. Cottrell, Indianola. 
Tallahatchie—Dr. G. L. Biles, Sumner. 
Tate—Dr. J. S. Eason, Coldwater. 
Tippah—Dr. C. M. Murry, Ripley. 
Tishomingo—Dr. T. P. Haney, Iuka. 
Tunica—Dr. W. H. Williams, Tunica. 

*Union—Dr. Irving B. Trapp, New Albany. 

Walthall—Dr. B. L. Crawford, Tylertown. 

*Warren—Dr. F. Michael Smith, Vicksburg. 

*Washington—Dr. J. W. Shackleford, Greenville. 

Wayne—Dr. W. P. Gray, Waynesboro. 

Webster—Dr. W. H. Curry, Eupora. 








Wilkinson, Dr. C. E. Catchings, Woodville. 

Winston—Dr. H. B. Watkins, Noxapater. 

Yalobusha—Dr. R. J. Criss, Coffeeville. 

*Yazoo—Dr. H. L. McCalip, Yazoo City. 

*Counties having full-time health departments. 

TUBERCULOSIS ABSTRACTS 

NATIONAL TUBERCULOSIS ASSOCIATION 

TUBERCULOSIS IN THE CHILD 
INFANCY TYPES: 

In infancy the primary focus gives few physical 
signs. A transient unexplained fever and perhaps 
faiiure to gain well are its only symptoms. In 
fact the element of surprise is the predominant 
note in nearly all infantile tuberculosis. The foi- 
lowing types may be distinguished. 

1. Tracheobronchial adenopathy of large extent. 
Such infants usually have fever and do not gain 
well. The chest shows practically no signs. The 
roentgen ray gives a wide supracardiac shadow, 
often rounded outlines on one side or both, sug- 
gesting nodes. 

2. Cases of “marasmus.” There may be a story 
of feeding difficulty, but many infants do well at 
first and then begin to fail. Routine roentgen ray 
should be done on all such patients and may re- 
veal definite tuberculosis in the lymph nodes or 
wide dissemination, or even large cavities. 

3. Cases simulating pneumonia. Fever, prostra- 
tion, cough and physical signs of consolidation or 
with crackling, resonant rales at the bases sug- 
gesting bronchopheumonia. These infants may be 
emaciated but are often fairly well nourished. 
The roentgen ray shows mottled shadows over part 
or all of the pulmonic fields, indicating broncho- 
genic disseminated tuberculosis or localized cor- 
solidation much like a lobar pneumonia. 

4. Unexplained high fever, without local signs, 
often turns out to be disseminated pulmonary or 
generalized tuberculosis. 

5. A final group includes the cases which are 
definitely suspected of tuberculosis from the out- 
set. 

Physical examination of the lungs is often most 
unsatisfactory in small children. The stethoscope 
is the least useful instrument at our disposal in 
the tuberculosis seen in childhood. The roentgen 
ray may reveal large lesions in cases where no 
signs whatever can be eleicited either before or 
after seeing the film. In all the acute and exuda- 
tive forms of tuberculosis there is a leukocytosis. 
OLDER GROUPS: 

Older children with a positive skin test, fall 
into the following groups. 

1. Recent infections in those who have been 
infected within two years or less, that is, those 
who have a fresh primary complex. 

2. Those who show calcification in the hilus re- 
gion of the lung, perhaps a calcified primary fo- 
cus in the parenchyma. 











3. Children who have been infected more than 
two years who have healed their lesions by reso- 
lution and show no calcification. 

4. A few who have definite pulmonary tubercu- 
losis. 

5. A few who have non-pulmonary tuberculosis 
in mesenteric nodes, cervical nodes, bones, kidneys 
or skin, etc. 

It is important to determine whether the disease 
is active or not, since this is the keynote of treat- 
ment. Constitutional symptoms are more signifi- 
cant than roentgen ray findings or physical signs. 
The better way is to test the children first, then 
roentgen ray the positive reactors and in addition 
seek for signs of activity in all, regardless of the 
roentgen ray findings. 

The clinical picture of activity is characteristic 
and quite obvious to a trained observer. The 
symptoms and signs are few but added together 
should be enough to arouse suspicion of what is 
happening to the child. Fever is an almost con- 
stant sign of activity; that is, a rectal tempera- 
ture which rises above 100° nearly every day. 
Temperatures under 100° may be disregarded in 
childhood. The fever is irregular, rising to a dif- 
ferent level on different days. The highest point 
may be at any time of day or even in the middle 
of the night. The great irregularity is character- 
istic. 

Failure to gain weight at the proper rate, (if 
due to malnutrition) is always a suspicious sign. 
No other disease seems to exercise so prompt an 
effect on the nutrition in childhood. Gain in 
weight may occur in adults with advancing le- 
sions, but is rarely seen in children. There is 
often secondary anemia. 

In infancy, fever, loss of weight, with or with- 
out persistent signs in the lung, should suggest 
tuberculosis. Of course, bone disease and meningi- 
tis always do so. A Mantoux test, the roentgen 
ray and carefully recorded temperatures and 
weight curves are necessary to complete the diag- 
nosis. 

In older children, failure to gain, langour, fati- 
gability, a low transmission of the tracheal whisper 
and hypertrichosis are suggestive. Phlyctenules, 
tuberculosis or other local diseases may be the 
first sign. With a positive Mantoux, fever is signi- 
ficant of activity even with a normal roentgen 
ray. 

In the diagnosis of tuberculosis three questions 
should always be kept in mind. 

First. Has the child been infected with tuber- 
culosis? Answered by the Mantoux test. 

Second. What is the site of the disease? The 
answer may be given by the symptoms, physical 
examination and roentgen ray films. All of these 
may be practically negative, but in this event the 
mediastinal nodes are probably the site of the dis- 
ease, since they are involved in most primary in- 
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fections, or secondarily to some degree even when 
the primary complex is elsewhere. 
Third. Is the disease active, stationary, or 
cured? This must be judged by general symptoms, 
fever, the effect on the nutrition and by any 
signs or symptoms of local activity. 
ADAMS COUNTY MEDICAL SOCIETY 
The regular June meeting of the Adams County 
Medical Society was held at the Natchez Charity 
Hospital, June 18, with nine members present. 
There being no regular program the meeting was 
given over to round table discussion of clinical 
cases. 
W. K. Stowers, 
Secretary. 





COAHOMA COUNTY MEDICAL SOCIETY 


The Coahoma County Medical Society and the 
Clarksdale Hospital Staff met at the Clarksdaie 
Hospital in regular monthly meeting June 12, 
1:30 p. m. The meeting was called to order 
by the president, Dr. W. S. Slaughter, with 
an attendance of over 62 per cent of the paid up 
membership. The secretary called the roll and 
read the minutes of the previous meeting as di- 
rected by the president, the minutes being adopted 
as read. 

There being no committee reports nor old busi- 
ness to come before the house, new business was 
taken up at this time. Dr. E. LeRoy Wilkins gave 
a short report on the first lecture of the post- 
graduate course in obstetrics, conducted by Dr. 
Maxwell E. Lapham which was started in Clarks- 
dale, June 10. Dr. Wilkins stated that the lecture 
and clinic were very interesting, the attendance 
good, and that he thought the course promised to 
be a good one. 

Dy. T. M. Dye then made a motion that the sec- 
retary draw up resolutions expressing the Society’s 
regret and sincere sympathy in the recent misfor- 
tune of Dr. T. G. Hughes and that said resolu- 
tions be forwarded to Dr. Hughes, who is a mem 
ber of this Society. The motion was seconded by 
Dr. E. LeRoy Wilkins and passed unanimously. 

The county health officer, Dr. N. C. Knight, 
then read a letter from the state health officer, 
Dr. Felix J. Underwood, setting forth the policies 
for full-time health officers to follow; such poli- 
cies instructing the health officer to deal entirely 
with preventive medicine and public health and 
leave curative medicine to the general practition- 
ers and specialists. 

The county health officer, Dr. N. C. Knight, then 
presented the matter of holding another tubercu- 
losis diagnostic clinic in Clarksdale during the 
week beginning September 9, under the direction 
oi the Coahoma County Health Department and 
cenducted by Dr. W. D. Hickerson, and asked for 
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disposal of same by the Society. Dr. E. LeRoy 
Wilkins then made a motion that the services of 
this clinic be secured at any time that they were 
available. The motion was seconded by Dr. S. 
PD. Robinson. Quite a bit of discussion favorable 
tc holding the clinic followed, all members pres- 
ent expressing themselves as being heartily in 
favor of such clinics. The motion was carried 
unanimously. 
Dr. E. LeRoy Wilkins and Dr. T. M. Dye, repre- 
sentatives to the Mississippi State Hospital Asso- 
ciation then made a short report on the meeting 
of the Association at Biloxi last month, which was 
the annual meeting of the Association held in con- 
junction with the Louisiana State Hospital Asso- 
ciation and the Mississippi State Medical Associa- 
tion. 
The election of officers for next term being the 
next order of business, same resulted as follows: 
President—Dr. W. S. Slaughter, Jonestown—Re- 
elected. 
Vice-President—Dr. D. O. Pierce, Jonestown— 
Re-elected. 
Secretary-Treasurer—Dr. N. C. Knight, Clarks- 
dale—Re-elected. 
The scientific session was next in order as fol- 
lows: 
“Carrier of the Diphtheria Bacillus’—Case Re- 
port.—D. O. Pierce 
Discussion by N. C. Knight, E, LeRoy Wilkins, 
S. D. Robinson, T. M. Dye, W. S. Slaughter. 
Closed by D. O. Pierce. 

“Sickness Insurance”—T. M. Dye, Clarksdale 
Discussed by S. D. Robinson, W. H. Brandon, 
E. LeRoy Wilkins. Closed by T. M. Dye. 

The next meeting will be held the second 
Wednesday in July at the Clarksdale Hospital. 
Speakers on the program will be D. H. Griffith 
and J. L. Levy. i 

N. C. Knight, 
Secretary. 
ISSAQUENA-SHARKEY-WARREN COUNTIES 
MEDICAL SOCIETY 

A regular monthly meeting of the Issaquena- 
Sharkey-Warren Counties Medical Society was 
held on Tuesday, June 9, at the Elks Club, Vicks- 
burg, with eighteen members and two guests 
present. Dr. F. Michael Smith, president, pre- 
sided. After a supper served at 7 P. M., the fol- 
lowing program was presented. 

Urolagy—Dr. muy P. 
Chairman. 


Sanderson, Vicksburg, 


(1) General Problems of Urology—Dr. Julian 
T. Bailey, Meridian (Exchange Essayist from East 
Mississippi Medical Society). 

Discussed by Drs. T. P. Sparks, Jr., A. Street 
Dr. Bailey Closed. 


and G. P. Sanderson. 











(2) Urethral Stricture—Dr. T. P. Sparks, Jr. 

Discussed by Drs. A. Street, Julian T. Bailey, 
and F. M. Smith. Dr. Sparks closed. 

(3) Spinal Anaesthesia (Motion Picture)— 
Courtesy of the Winthrop Chemical Company, Inc., 
New York.—Shown by Dr. Walter E. Johnston. 

The next meeting of the society will be held 
Tuesday, August 13, at the Elks Club, Vicksburg. 
The subject will be General Practice and the 
committee in charge consists of Drs. W. C. Pool, 
Cary, chairman; G. W. Gaines, Tallulah; J. S§. 
Ewing, Vicksburg; J. B. Benton, Valley Park; E. 
B Stribling, Rolling Fork. The speakers will in- 
clude Dr. J. G. Archer, Greenville, and Dr. G. W. 
Gaines, Tallulah, Louisiana. A Motion picture, 
“Malaria,” will be presented by courtesy of Win- 
throp Chemical Co., Inc. 


NORTHEAST MISSISSIPPI THIRTEEN COUN- 
TIES MEDICAL SOCIETY 


The Northeast Mississippi Thirteen Counties 
Medical Society held its second quarterly meeting 
at the Methodist Church of Houston June 18, with 
about 100 doctors in attendance. The society was 
very fortunate in having Dr. J. B. McElroy of Mem- 
pkhis as guest speaker. He delivered a most in- 
teresting and helpful address on “Some of Our 
Common Diseases of the Heart.” The other pro- 
gram consisted of papers on “Toxemias of Preg- 
nancy,” by Dr. F. L. McGahey, Calhoun City; 
“Transfusions,’ by Dr. J. G. Lilly, Tupelo; “Em- 
pyema,” by Dr. L. B. Morris, Macon; and “A Case 
Report on Madelung’s Deformity,” by Dr. J. T. 
Davis, Corinth. All these were splendid papers 
and were fully discussed by the doctors present. 

Out of the territory guests were Drs. J. A. Cris- 
ler, Sr., and Harley Harris, Memphis, and Dr. Wal- 
ter Friday, Health Surgeon of the Panama Canal. 

Following the scientific program, the doctors of 
Houston were hosts at a delicious banquet served 
in the Masonic Dining Room. Dr. V. B. Philpot in 
his eloquent manner presided. The writer had 
the pleasure of introducing the very beautiful 
Mrs. J. F. Eckford of Starkville, who rendered 
lovely vocal solos during the dinner hour. 

W. C. Walker. 


NORTH MISSISSIPPI MEDICAL SOCIETY 


A quarterly meeting of the North Mississippi 
Medical Society was held at Stafford’s Cafe, Holly 
Springs, July 17, beginning at 6:30 P. M. 

The program as announced by the secretary, Dr. 
AH. Little, Oxford, was as follows: 

1. Invocation. 

2. Supper. 

3. Minutes of Previous Meeting. 

4. Diarrheas.—Dr. E. C. Mitchell, Memphis. 

General discussion. 
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5. The 
Lesions of the 
Thomas D. Moore, Memphis. 

General discussion. 

Dr. W. W. Phillips, Oxford, president presided. 


of Surgical 
slides).—Dr. 


Conservative Treatment 
Kidney (Lantern 


TALLAHATCHIE COUNTY MEDICAL SOCIETY 

The Tallahatchie County Medical Society met 
Friday evening, July 5, at seven o’clock at Sum- 
ner. A delightful dutch supper was served at the 
hotel after which a general discussion and social 
hour was enjoyed by all present. There were 
about a dozen present. Our attendance continues 
good and all who attend seem to enjoy the meet- 
ings. The fellowship developed at these meetings 
is one of the greatest assets. 

J. W. Moody. 








ADAMS COUNTY 

Here is my bit for next issue of the Journal. 

In last issue of the Journal our dear, beloved Dr. 
Bryan wrote a splendid report of his trip to the 
coast, to attend the meeting of the State Medical 
Association held in May. Those of us who could 
not go, it made us real homesick to read such a 
splendid article. 

You are right ,Dr. Bryan. 
ing, fascinating. 


The coast is allur- 
I have been going over since I 
was a boy 12 years old, and always enjoy every 
trip. 

I am in receipt of three separate letters in the 
recent few days from three of our well known 
physicians, asking me to support a_ particular 
friend for the office of governor. According to my 
way of thinking, it may be well for the State Med- 
ical Association to decide what is for the best in- 
terests of the medical profession and its patients, 
appoint a committee to call on each man running 
for Governor, and support the man that will give 
the most attentive ear to its desires. 

Looks like the State Medical Association is be- 
ing forced into politics, but it is time for the med- 
ical men to co-ordinate as a whole to get a better 
chance to obtain what they desire. Acting as in- 
dividuals, they can get nothing or very little. 
Lucien S. Gaudet. 


CHICKASAW COUNTY 


Dr. J. M. Hood, Houlka, reports two cases of 
meningococcus meningitis in his community oc- 
curring within two days of each other. Since no 
subsequent cases have developed, the fear of an 
epidemic has subsided. 

Mrs. J. Rice Williams, Houston, has just re- 
turned from a visit to Washington, New York, At- 
lantic City, and other points in the east. While 
in Washington she was the guest of Mr. and Mrs. 
Jeff Busby. 


Miss Glynn Brown, operating room supervisor 
at the Houston Hospital, left the institution on 
July 1 to accept the position of superintendent of 
a hospital in Kennedy, Texas. 

We are glad to report that Dr. J. J. Landreth, 
Bruce, is able to be up following a serious auto- 
mobile accident several weeks ago, for which he 
was treated some ten days in the Houston Hos- 
pital. 

Misses Jeanette Hood and Grace Philpot, daugh- 
ters of prominent Chickasaw County physicians, 
left recently for a two months’ vacation at a girls’ 
camp in North Carolina. 

Master Van Philpot, the young son of Dr. and 
Mrs. V. B. Philpot, Houston, had the misfortune of 
sustaining an injured foot by being struck by a 
ear while riding his bicycle. 

Dr. Morgan Kellum, after finishing Emory Uni- 
versity School of Medicine, spent a few days with 
his family in Houston before returning to Atlanta, 
Georgia, where he has accepted an internship at 
Grady Hospital. 

Dr. H. A. Gamble, Greenville, president of the 
Mississippi State Hospital Association, was a 
pleasant visitor in Houston one day last week. Dr. 
T. M. Dye of Clarksdale, secretary of Mississippi 
State Medical Association, was also a recent ap- 
preciated visitor to Houston. 

Dr. and Mrs. G. G. Armstrong, Houston, are re- 
joicing over the arrival of a grandson born to Mr. 
and Mrs. L. A. Ross of Clarksdale. 

W. C. Walker. 


COAHOMA COUNTY 

Dr. W. S. Slaughter, Jonestown, president of the 
Coahoma County Medical Society, recently had as 
his guests in his home his daughter-in-law and 
children who enjoyed a most delightful visit. They 
are the wife and children of Dr. W. L. Slaughter, 
who is practicing in Arkansas. 

We are happy to report that our good friend 
ard brother, Dr. T. G. Hughes, is recovering very 
rapidly from his recent accident. He is up and 
about on his crutches now and we are looking for 
him to be back on the job soon. 
py for him. 


We are all hap- 


The postgraduate course in obstetrics, being con- 
ducted by Dr. Maxwell E. Lapham, is progressing 
nicely and with a mighty good attendance. We 
all feel that Dr. Lapham is really giving us some- 
thing worth while and we are turning out for it 
and all taking it in. The committee on clinical 
material, whose chairman is Dr. T. M. Dye, appar- 
ertly is functioning nicely as adequate patients 
are being supplied to Dr. Lapham for his demon- 
strations . 

Dr. E. LeRoy Wilkins, with other Legionnaires 
from Coahoma County, attended the American Le- 





128 Mississippi State Medical Association 





gion Convention held in Tupelo the latter part of 
June. He reports a mighty good time, and we be- 
lieve that he must have had one, even if he did 
return with a lacerated lip. 

Dr. J. L. Levy and family moved into their beau- 
tiful new home on West Second Street the latter 
part of June, where they are at home to their 
many friends. 

Dr. N. C. Knight was a business visitor to the 
State Board of Health in Jackson during the lat- 
ter part of June. 

A dental hygienist, Miss Emily McQueen, was 
added to the staff of the local health department 
the first of June for a temporary period of time. 
Miss McQueen has been working among the chil- 
dren of the Clarksdale city schools during the 
month and is functioning nicely. 

The nursing staff of the health department, com- 
pesed of Miss Mary Gene Carney, Miss Mercedes 
McConnell, and Miss Abbie G. Hall, attended the 
Conference of Public Health Nurses held in Jack- 
son, July 1, 2, and 3. 

Dr. I. W. Barrett returned the latter part of 
Jvne, and resumed his practice, from attending 
the convention of the American Medical Associa- 
tion in Atlantic City and from an extended trip 
on up through the East, including New York City. 
Dr. Barrett reports a most pleasant and profitable 
trip, and so far we have not doubted his word. 
N. C. Knight. 





COPIAH COUNTY 

Dr. William D. Hickerson, Sanatorium, held a 
tuberculosis clinic in Crystal Springs and Hazle- 
hurst the first week of July. He examined and 
made roentgenograms of fifty suspects and con- 
tacts. These cases were referred to the clinic by 
the family physicians. Out of the fifty cases, sev- 
en were definitely positive and two were suspi- 
Much good was accomplished and it 
is hoped that Dr. Hickerson can return to Copiah 
County in the near future. 

Dr. J. F. Scarborough, Hazlehurst, is improving 
from his recent illness. 


cious cases. 


Dr. A. V. Hunter, Crystal Springs, has returned 
home from the hospital and is rapidly recovering 
from his recent operation. 

J. C. McGuire. 


DESOTO COUNTY 
The Louisiana State Medical Society Memorial 
Address by Dr. James T. Nix of New Orleans was 
indeed notable. The names of the deceased are 


arranged alphabetically and a brief history of 
them are recorded. I like this method of honoring 
our dead, “who knew no service too hard, no sac- 
rifice too great when suffering humanity called.” 

Recently one of my clientele called me over the 





telephone telling me to be at his home at 12:30 
P. M. I was there on time, and caught the aroma 
o: good things from the kitchen. Anon the good 
mistress called us to dinner. We call it dinner 
here not lunch. A dinner indeed it was, fried 
chicken, iced tea, four kinds of vegetables, salads, 
etc., then raspberry ice cream. Oh boy! 

Before leaving he gave me $10.00 saying, “credit 
my account.” These words are always good to 
hear. What a day! 

That night I was called to a place where I once 
lived 30 miles away to an obstetrical case. Poor 
whites, nothing of value in their hut but the forms 
of eight children of varying ages. The ninth was 
soon delivered. They were appreciative of serv- 
ices rendered. I was glad that I was able to be 
of assistance. The accoucheur’s fee was nil. 

Drs. A. L. Emerson and D. V. Funderburke he~es 
resumed their work after brief spells of illness. 

Charles Whitley is the name of the second child 
born to Dr. and Mrs. C. W. Emerson of Hernando. 
The young man was born July 1. Mrs. Emerson 
is the daughter of Dr. and Mrs. L. W. Dotson of 
West Point. Dr. A. L. Emerson is the paternal 
grandfather. Peggy, Charles Whitley Junior’s lit- 
tle sister, is the happiest of all the family. 

The State Board of Health is dispensing with 
the local registrars, having one for the entire coun- 
ty at the county site. This may be the best for 
counties with cities or larger towns but in strictly 
rural counties I doubt the wisdom of this move. 

Some deaths, births and more stillbirths will go 
unrecorded, especially where there is no physician 
in attendance and likewise no undertaker which 
is quite often the case. 

I have been a local registrar for a number of 
years and knowing all in my district I find it diffi- 
cult to get around 100 per cent registration. 

L. L. Minor. 


LEFLORE COUNTY 

In giving the list of visiting physicians to our 
Delta Medical Society meeting in Greenwood, 
April 10, I overlooked the name of Dr. V. B. Phil- 
pot, Houston. Dr. B. B. Harper, Itta Bena, called 
my attention to this and I am sorry I did not see 
the doctor. 

Drs. L. B. Otken and F. M. Sandifer visited Jack- 
son, June 6. 

Dr. Geo. Baskervill visited relatives in Alexan- 
dria, La., June 9. 

Dr. Claude Yates, Philadelphia, visited his moth- 
er and brothers in Greenwood, June 19. 

Dr. L. B. Otken was elected Commander, Amer- 
ican Legion, at this place recently, and his wife, 
Mrs. L. B. Otken was elected President, American 
Legion Auxiliary. 

Mr. D. T. Sayle, Jr., Greenwood, son of Dr. D. T. 
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Seyle, Highlandale, was married to Mrs. Mabel 
Humphries Pentecost, Greenwood, June 14. 

Dr. and Mrs. B. B. Harper, Itta Bena, recently 
yisited New Orleans. 

Mary Hunter Steele, little granddaughter of Dr. 
and Mrs. E. W. Hunter, Greenwood, suffered a 
fractured right radius when she was thrown from 
a horse while riding on June 26. 

Mr. and Mrs. Harry Diman, Harry Jr., and Bil- 
ly Diman of Boston, Mass., and Mr. Sam Burkhalt- 
er, Jr., of Atlanta, Ga., visited in the home of Dr. 
and Mrs. W. A. Burkhalter, Greenwood, the first 
week in July. 

Dr. Robert Dickins, Monticello, Ark., visited his 
parents Dr. and Mrs. W. B. Dickins, July 4. 

Dr. Tate Carl, Memphis, visited his home here 
on July 4. 

Mr. and Mrs. William K. Turner, Black Hawk, 
announce the arrival of a son, Wm. K. Turner, Jr., 
bern July 5, Greenwood Leflore Hospital. Mrs. 
Turner, formerly Evelyn Sayle, is the daughter of 
Dr. and Mrs. D. T. Sayle, Highlandale, Leflore 
County. 

We are glad to hear that Dr. T. C. Kelly, Sidon, 
is very much improved after a recent illness. Dr. 
W. M. Duke is also up again after a recent illness. 
Dr. Duke lives up at Sunny Side above here. 

Mrs. J. D. Sweaney, Minter City, who has been 
quite ill is about well again. 

Mrs. J. P. Bates, Greenwood, who suffered re- 
cently from a fracture of the hip, has been moved 
t> her home from the hospital and is doing nice- 
tag 

W. B. Dickins. 


MONROE COUNTY 

The editor’s monthly request for news items has 
reached my desk. This time it is in questionnaire 
form. I will answer (or try to answer) his ques- 
tions seriatim. First I will say that so far as I 
know none of my doctors have contemplated a 
vacation. All of them who are not on the relief 
roll, and consequently are unable to go vacation- 
irg, are too busy giving free medical care to those 
who are on relief (and many who are not on re- 
lief) to find time to take a much needed rest. 
Horses are, by many, considered as being human, 
but doctors seem not to be so considered. Only 
twice have I, during a medical career that includes 
a rather long stretch of time, taken a vacation. 
Some thirty years ago I spent, with my family, a 
few weeks in the far west. Again, some twenty 
years ago I spent a very delightful week as the 
guest of the Greenwood Hunting Club down on 
the Quiver River. I did not see a deer but I re- 
hnewed old friendships and formed new ones. 
Across these years my memory reaches and brings 
much pleasure. I was the special guest of two 


dcctor friends. One still lives and one is dead. I 
love them both. I refer to Dr. S. L. Brister, Sr., 
who is living, and to Dr. Humphries, who is dead. 


Replying to the question, “have you any ideas 
in regard to medical economics,” I will say that I 
am constrained to say, in the words of the agri- 
colarian, “there ain’t no sich animal.” Perhaps 
the equation might be stated this way “much work 
equals no pay;” or “all work and no pay.” There 
are, and will continue to be “a few notable excep- 
tions,” but the rule may be considered as general, 
that medicine is a losing business. Of the two 
hundred or more plans submitted for consideration 
by the A.M.A., none are capable of solving the 
riddle. I do not believe that any plan that may be 
devised and adopted by doctors will meet the de- 
mands of the varying conditions as found in dif- 
ferent locations or sections of the country. Doc- 
tcrs have always done some free practice—they 
always will—perhaps they always should. The 
only relief that I can conceive of will come if and 
when the kings of finance are stopped from jug- 
gling values. Then and not till then will employ- 
ment be found for all and fair and honest wages 
paid for work and fair and honest prices be ob- 
tainable for commodities that are but the fruits of 
honest toil. When, and if, this ever happens doc- 
tors will care for all the sick and the people will 
gladly recompense them for their service. 


Question No. 3: “What should be the attitude of 
the Association in regard to medical service for 
persons on relief?” Listen to, and consider, my 
answer. I speak for myself—I think I am right. 
I am willing, as I have always been, to work for 
all who are not on relief, but I am not willing to 
work for anyone who is on relief, at cut rates. If 
the government has adopted them they should 
care for them and not expect doctors to share the 
expense. They pay full price for all other things 
needed and furnished. Why should the govern- 
ment discriminate against us? Should this atti- 
tude and rule of action become general, then the 
government will see and rectify its course. You 
say this is Utopian—perhaps it is; for doctors are 
human and scabs (excuse the word) are frequently 
fcund in our ranks. You asked for my opinion— 
you have it. It is yours for the taking. 


I attended the June meeting of our county so- 
ciety last night at Aberdeen. About half the doc- 
tors in the county were present. Two of my doc- 
tors are in hospital sick. Dr. C. H. McCown of 
Aberdeen is seriously sickK—has been in hospital for 
about a week. His brother Dr. O. S. McCown of 
Memphis was with him yesterday. I saw him last 
night. He is, indeed, the best type of man I know. 
He is a safe doctor and a perfect gentleman. I 
hope that he may be much improved long before 
this goes into print. Dr. I. P. Burdine, Jr., is in 
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tilmore Sanitarium 
from furunculosis. 
in a few days. 


in Amory—he is suffering 
He will, no doubt, be out with- 
No other news now. Next meet- 
ing of our county society will be held in Amory 
on first Monday night in August. 
G. S. Bryan. 
PANOLA COUNTY 

Dr. A. J. MeclIlwain and wife, Batesville, spent 
their vacation on the gulf coast. 

The meeting at Pontotoc of the county regis- 
trars and deputies for North Mississippi was well 
attended and several of the county health officers 
were present. 

Dr. A. P. Alexander, Como, was recently ap- 
pointed health officer for Panola County. Dr. 
Alexander is a most excellent gentleman and the 
county will be fortunate in having his services. 

We regret that Dr. J. B. Pittman, Crenshaw, is 
in poor health and unable to attend to his prac- 
tice. 

G. H. Wood. 


TALLAHATCHIE COUNTY 

Hope my notes will not reach you too late. Have 
been sick and just out. I had my first malarial 
chill on July 4 and I have been a real sick boy or 
at least I thought so. 

Dr. and Mrs. J. E. Powell spent Wednesday in 
Memphis visiting their daughter. Dr. Powell re- 
ports having an accident while going to Memphis 
which came near being serious but fortunately his 
car did not turn over as he headed down an eight 
foot hill to keep from running into a road machine 
which was obliterated from his view from dust 
of another passing car. 


Miss Elizabeth Bardwell, daughter of Dr. D. G. 
jardwell, Charleston, was married at her home 
Wednesday morning at 9 o’clock to Mr. F. M. 
O'Shea, Jr. The ceremony was performed by Rev. 
T. J. Lockart, formerly pastor of the Methodist 
Church, Charleston. The bride and groom de- 
parted immediately for points on the Gulf coast. 
They will return about July 17, to Charleston where 
they will reside. Both are of prominent families 
and very popular among the young folks. 

Drs. Powell, Bardwell and myself attended a fish 
fry and barbecue at Paducah Wells club house this 
afternoon. Many prominent men of Memphis were 
present as the dinner was given principally to hon- 
or the Memphians who came in response to an in- 
vitation from the Junior Chamber of Commerce. 
Several prominent speakers were heard. Hon. J. 
H. Caldwell, Charleston, was master of ceremonies. 

Unless the medical and surgical profession get 
a better deal than they have been getting I feel 
that we should call off. There is no reason for 
the doctors working for nothing, when all other 
people serving the relief works are getting the 





full price. When I am allowed $25.00 for a ma- 
jor operation, the beneficiary is told that I have 
no right to collect anything beyond that just be 
cause I happen to have a hospital. This is absurd 
and ridiculous. Supposed I owned no _ hospital, 
then where would the hospital owner come in since 
the relief office had paid all to the surgeon they 
are allowed to pay under the law? 

We doctors must demand that we get a better 
deal than we have been getting heretofore. 

The practice of medicine is not a business any 
longer where the physician can get and expect a 
living. He is compelled to resort to other things 
for a living. So many people look upon the phy- 
sician as a public servant who is supposed to go 
day or night, buy cars, gas, oils, etc. ,and be paid 
as though he was a beggar though he has spent 
several years and thousands of dollars preparing 
to serve the public. 

Some folks even get sore if you turn them down 
and bemean the physician when that same fellow 
owes every doctor in the community. Unless we 
organize and demand our just rights we shall con- 
tinue to be the underdog and shall soon lose the 
respect of the people generally. 

J. W. Moody. 
WARREN COUNTY 

Dr. Preston Herring of our city spent a short 
vacation in the early part of the month down at 
New Orleans, endeavoring to locate “old land 
marks.” Preston in his ultra-scientific rumina- 
tions is collecting data, so we are advised, to dis- 
prove the universal or axomatic adage that “The 
murderer will return to the sciene of his crime.” 

Dr. Hudson, Utica, was a visitor to our city on 
several occasions during the past month. Dr. 
Hudson had in one of our local hospitals some pa- 
tients critically ill. 

The many friends, lay and professional, of Dr. 
J. B. Benton, Valley Park, are grateful to hear he 
is somewhat improved. Dr. Benton has been sick 
in one of our local hospitals. 

Someone has said, “The acts of today become 
the precedents of tomorrow,’ but who of us can 
follow the precedent set by Dr. W. H. Parsons 
and his charming wife, who, we are informed, early 
in the month of July, secretly slipped away on 
their annual vacation to view the “beautiful isles 
of the sea that smile on the brow of the waters” 
as they continue their delightful voyage to “Latin 
America” seeking recreation and entertainment in 
the life and doings of our South American neigh- 
bors. 

The many friends of Dr. Sydney Johnston will 
be gratified to know that good reports of his re 
gaining his former health and vivacity come to us 
since his return from Rochester, Minnesota. 

After graduating in medicine at Tulane Univer- 
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sity in 1933 and spending two years as house phy- 
sician at the Baptist Hospital in New Orleans, 
Louisiana, Dr. B. B. Martin, Jr., has returned to 
Vicksburg for the practice of his profession. He 
will be associated with his father at the Vicksburg 
Infirmary. Benson’s many friends, lay and pro- 
fessional, expect of him many good things in his 
professional career. 

Dr. William Purks, as announced in last month’s 
news letter, was married to Miss Helen Kemper, 
of this city, June 22, 1935. After their honeymoon 
trey have returned to Vicksburg to assume with 
highest hopes and pleasant expectations their du- 
ties for a new life. The good wishes of many 
friends they have, and ye editor personally opines 
that in the after years they may mutually know, 
“How much the wife and husband is dearer than 
the bride and groom.” 

Dr. I. C. Knox has vacated the city today, July 
4, for a one-day golfing vacation at Brown’s Wells. 
1 C. may see many minute things of a medical na- 
ture, but ye editor predicts that he will see for 
the last time many golf balls he hits today. 


Speaking of the fourth, the “glorious fourth,” 
causes “ye editor” to be somewhat reminiscent, 
perhaps not to the extent of the sage historian 
of Amory, but with perhaps equal depths of feel- 
ing. Ten years ago today we left a five years’ 
service that we had given to Louisiana, we bid 
good bye to Dr. Oscar Dowling, that prince of gen- 
tlemen, we said, “Auf Wiedersehn” to many other 
dear and beloved friends among the lay and among 
our confreres to go to Pine Bluff, Arkansas, to be- 
come health officer of that city and director of the 
County Health Unit, then after a nearly three 
years’ pleasant stay and service in the “Wonder 
State” we were brought back to Vicksburg and to 
our Native State. So as we sit alone in our of- 
fice today concluding our monthly news letter 
for you to read and forget, as we think of those 
days and friends of the bygone years we more 
forcefully realize that “Time’s fatal wings do ever 
onward fly!” Yet we are glad to feel and say 
“See, Time has touched me gently in his race, 
and left no odious furrows in my face.” 

H. T. Ims. 


WASHINGTON COUNTY 


Dr. J. A. Beals, Greenville, completed post- 
graduate study at Memorial Hospital, New York 
City, and other hospitals in New York, Philadel- 
phia, Pa., and Cleveland, Ohio, during the month 
ot June putting his time in on the study of irra- 
diation of cancer, he being the head of the depart- 
ment of deep roentgen ray therapy recently added 
to the Gamble Bros. & Montgomery Clinic. 

Dr. J. A. Beals also attended the meeting of the 
American Medical Association in Atlantic City. 
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Dr. H. A. Gamble has returned to the city after 
@ month’s absence. While away Dr. Gamble at- 
tended the meeting of the American Medical As- 
sociation in Atlantic City. He then spent a week 
in New York City visiting the larger hospitals 
there, and later visited in Philadelphia, Pa., and 
Ann Arbor, Mich. 

Dr. and Mrs. O. H. Beck, Mrs. William Penn, 
and Mrs. Hubert Armstrong of Greenville report a 
most successful fishing trip to Lake Washington 
this past month. 

Dr. and Mrs. D. C. Montgomery and three sons, 
Cameron, Jr., John Atterbury and Billy, were the 
guests of Mr. and Mrs. Devere Dierkes of Hot 
Springs, Ark., for several weeks. 

Dr. and Mrs. A. J. Ware of John Henry Planta- 
tion near Glen Allen, were among the visitors to 
Greenville during June. 

Mr. and Mrs. Charles Paulas and son Charles, 
Jr., from Westfield, N. J., and also Mrs. Watson 
Mix and Mrs. Mike Abel of Elizabeth, N. J., vis- 
ited Dr. and Mrs. A. J. Ware at their beautiful 
home on Lake Washington. 

Mr. and Mrs. I. B. Moore and three children of 
Memphis were the house guests of Dr. and Mrs. 
R. E. Wilson of Greenville for a week. 

Dr. and Mrs. R. E. Wilson, Greenville, extended 
their cordial hospitality to a large number of 
friends when they received informally for their 
guests, Mr. and Mrs. I. B. Moore of Raines and 
Memphis, Tenn., on the beautiful lawn of their 
home on Washington Avenue. Mr. Moore, who is 
the brother of Mrs. Wilson, with his wife and chil- 
dren have made many friends during their visit 
in Greenville and have been the recipients of many 
secial courtesies. 

Dr. T. L. Dobson, Leland, has been a patient at 
the King’s Daughters’ Hospital in Greenville re- 
cently for several days. His many friends are de- 
lighted to know that he is able to be out and has 
made a complete recovery. 

Mrs. T. L. Dobson, Leland, spent several days 
in Memphis, having been called there on account 
of the serious illness of her mother. 

Dr. C. W. Patterson, Rosedale, was a recent vis- 
itor to Greenville. 

Dr. J. W. Shackleford, county health officer, 
spent several days as camp physician in the Wash- 
ington County Y. M. C. A. Camp twelve miles out 
cf Hot Springs, Ark. 

Dr. and Mrs. F. M. Acree, Greenville, had as their 
house guests recently Dr. Acree’s brothers, Mr. 
Lester Acree of Dover, Tenn., and Mr. George Ac- 
ree and his two sons, George, Jr., and Billy, of 
Memphis, Tenn. 

Dr. J. F. Lukas, Greenville, attended the meet- 
ing of the American Medical Association in Atlan- 
tic City. 
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Dr. and Mrs. J. C. Peagues and family spent a 
delightful vacation in Atlanta, Ga. While there 
Dr. Peagues attended clinics at Emory University. 

Dr. and Mrs. E. T. White, Greenville, enjoyed 
2 visit with Mrs. White’s brother at Decatur. 

Dr. and Mrs. L. C. Davis and family, Greenville, 
enjoyed a visit to Greenwood where they visited 
Mrs. Davis’ brother, Mr. Seth Wheatley and wife. 

Mrs. Forsythe Wheatley, Jackson, was the house 
guest of her sister, Mrs. L. C. Davis, Greenville. 

Dr. and Mrs. L. C. Davis and house guest, Mrs. 
Forsythe Wheatley, enjoyed a fishing trip to Lake 
Washing‘on and report unbelievable success. 

Dr. and Mrs. O. H. Beck, Greenville, have re- 
cently had as their house guest Mrs. Beck’s broth- 
er, Mr. Chas. Barrier of Jackson. Mr. Barrier has 
just returned from the Canal Zone where he has 
been for the last six years. He has been con- 
nected with the U. S. Engineers Corps. 

Dr. E. W. Eubanks, Greenville, attendéd the Na- 
tional Guard Camp at Fort Knox, Ky. During Cap- 
tain Eubanks’ absence Mrs. Eubanks and Miss Eu- 
banks visited friends and relatives in Helena, Ark., 
and Columbus. 

Dr. and Mrs. J. B. Hirsch and family, Green, 
had a most delightful visit with relatives in 
Brownsville, Texas. 


Dr. M. E. Lapham is giving his postgraduate 
course in obstetrics in this section of the state. 
He is holding lectures every Wednesday night at 
the King’s Daughters’ Hospital in Greenville. The 
attendance has been good and the course thor- 
oughly enjoyed by all. 

Miss Dorothy Thompson, the charming daugh- 
ter of Dr. and Mrs. C. P. Thompson, Greenville, 
and her fiance, Mr. Billy Keady, were honor 
guests at a dinner given by Mrs. T. B. Lewis. The 
happy couple were each presented with a beauti- 
ful piece of pottery as a token of affection on 
this occasion. Dr. and Mrs. Lewis’ guests were 
Dr. and Mrs. C. P. Thompson, Miss Dorothy Thomp- 
son, Mr. Billy Keady, Miss Marion Swittenberg, 
and Mr. Lamb Crouch. 

Mrs. Paul Gamble, chairman of the Washington 
County Park Commission, spoke at the weekly 
meeting of the Kiwanis Club in Greenville. 


John G. Archer. 


WINSTON COUNTY 

Dr. E. L. Richardson has cleared away his old 
residence and is arranging to erect a handsome 
brick building. 

Dr. W. W. Parks enjoyed a fishing trip to the 
Delta recently. 

Dr. T. C. Suttle of Beth Eden neighborhood was 
in the city on business last week. 

Dr. W. B. Hickman conveyed a patient to New 
Orleans last week. 





Dr. W. W. Parks took a patient to a Meridian 
hospital for treatment a few days ago. 

We congratulate Dr. H. B. Watkins, Noxapater, 
on his recent appointment as health officer for 
Winston County. 

We note with interest that Dr. C. A. Kirk, Mash- 
ulaville, is out again from a short illness. 

Dr. L. T. Parks who has been ill is improving 
and able to be in the city again. 

M. L .Montgomery. 
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Mrs Laura Lorene Bagley Brown Gay, wife 
of Dr. Elmer D. Gay, of West Beach, Long 
Beach, died Friday evening, July 5. She had 
been critically ill since Monday, July 1. She 
was born April 5, 1905, in Wyoming. She has 
lived at Long Beach since her marriage to Dr. 
Gay, September 28, 1931. The deceased at- 
tended the University of Wyoming and grad- 
uated from the Nurses Training School, LDS 
Hospital in Salt Lake City, Utah, in 1931. 

Mrs. Gay was serving this year as president 
of the Woman’s Auxiliary to the Harrison- 
Stone-Hancock Counties Medical Society. 

She is survived by her husband; one son, 
Kenneth H. Brown, Jr., eight, son by a former 
marriage; her mother, Mrs. Laura Bagley; one 
sister, Mrs. June Graff of Lynwood, California; 
and one brother, John Bagley, of Granger, Wyo- 
ming. 


eR 
VICKSBURG NOTES 

Dr. and Mrs. Preston Herring and daughter, Hel- 
eu, have returned from a vacation spent in New 
Orleans. 

Dr. and Mrs. Benson Martin, Jr., are now making 
their home in Vicksburg much to the delight of 
their many friends. Dr. and Mrs. Martin spent a 
year in New Orleans at the Baptist Hospital. 

Dr. and Mrs. Edley Jones enjoyed a vacation in 
Mexico City attending the International Rotary 
Convention. 

Dr. and Mrs. Willard Parsons have returned 
from a Caribbean cruise. 








Mississippi State Medical Association 


Dr. and Mrs. George Street and daughters, Pol- 
}) and Lois, have returned from a most pleasant 
trip to Atlantic City and New York. 

Dr. and Mrs. Richard Street, Jr., are spending a 
week on the coast. 

Mrs. Leon Lippincott and Stanley have returned 
from a trip to New Orleans. 

Mrs. Laurance Clark and two children have re- 
turned from a month’s visit spent in Clinton. 

Mrs. Ewing Howard is visiting her daughter in 
Chicago. 

Mrs. Mace Bell motored to Ohio to visit her son. 

Dr. and Mrs. I. C. Knox spent several days at 
Brown’s Wells. 

Mrs. F. M. Smith entertained at a lovely bridge 
party for her house guest, Mrs. John Williams of 
Jackson. 

Mrs. Hugh Johnston had as her house guest, 
Mrs. John L. Schinnick, of Austin, Minnesota. 


THE WOMAN’S AUXILIARY 
to the 
ISSAQUENA-SHARKEY-WARREN COUNTIES 
MEDICAL SOCIETY 
Mrs. George Street Relates Exciting Trip To 
Atlantie City 


Atlantic City the afternoon of 
Found the weather cloudy and cool. The 
next day all rainfall records were broken and I 
think the weather bureau had been in existence 
since 1874. In spite of the weather, the numer- 
ous members of the Canadian Medical and Amer- 
ican Medical Associations registered, and am sure 
a great number visited the exhibits in the won- 
derful Convention Hall, as we did. 


We arrived in 
June 9. 


Monday evening, a reception and musicale, hon- 
coring the wives of the Canadian Medical Society, 
was held in the beautiful Palm Court Room at the 
Ritz Carlton Hotel. Distinguished artists, Wilbur 
Evans, Morris Braun, violinist, Joseph 
and Clarence Fuhrman, pianist, 
presented a lovely program. 


baritone; 
Vetere, cellist; 

9 A. M. Tuesday, the general meeting of the Wo- 
man’s Auxiliary to the American Medical Asso- 
ciation was held in the beautiful dome shaped Li- 
brary Room at the Traymore Hotel. After a splen- 
did address of welcome by Mrs. James Hunter, of 
New Jersey, and a response by Mrs. William Hib- 
betts, that made me proud of our Southern dele- 
gates, there was the roll call of State Auxiliaries. 

In the afternoon many of the ladies took ad- 
vantage of a sail boat ride. The water was un- 
ucually rough, but that only made the ride a bit 
more exciting. The Atlantic City sky line is most 
attractive, seen from the ocean. 


The sail boat ride ended just in time for a mu- 
sicale and tea at the Traymore. That evening 


the open general meeting was held at the Muni- 
cipal Auditorium. ‘ 

At the general Auxiliary meeting Wednesday 
morning, state reports were read, time limit three 
minutes each. 

The evening was spent on Steel Pier. Among 
other forms of amusement was an informal dance 
in the gorgeous ball room over the ocean. 

Thursday morning there were group discussions 
at the meeting. Luncheon at the Ritz-Carlton Ho- 
tel, followed by a style show, presented under au- 
Spices of the Woman’s Auxiliary to the Atlantic 
City Medical Society. 

That evening after a “Bring Your Husband Din- 
ner” the president’s reception and ball was held 
in the Renaissance Room, Ambassador Hotel. 

The last day of the meeting the ladies could 
either play in a golf tournament or take a sight- 
seeing trip of Atlantic County. 

After the first two days of the Association meet- 
ing the weather was gorgeous and many guests 
took advantage of the surf bathing. 

Mrs. George M. 


COUNCILORS REPORT 

SEVENTH DISTRICT—Mrs. L. L. Polk. 

There is one active Auxiliary in this district, 
the Woman’s Auxiliary to the South Mississippi 
Medical Society, with Mrs. S. E. Bethea, president, 
and Mrs. Grady Cook, secretary. 

This Auxiliary attempted two main 
work the past year: 


Street. 


phases of 


1. A committee appointed to place Hygeia in 
our grammar, junior and senior schools. All three 
subscribed. 

2. Financial and moral support of the Preven- 
torium. Five dollars was donated and we are 
making plans for a silver tea to be given this fall, 
proceeds to go to the Preventorium. We also 
sponsor an essay contest in the Junior High 
School each year, the subject being, “Tuberculosis 
and the Preventorium,” the prize being $2.50. 
This contest was held in Hattiesburg last year, 
and rotates each year to towns represented in the 
Auxiliary district. It was held in Lumberton this 
year. 

We have a Social Service Committee to co- 
operate with the two local hospitals in providing 
layettes to the charity wards. 


REPORT OF STATE HYGEIA CHAIRMAN 

I mailed Hygeia literature to each Auxiliary 
chairman and urged their presenting it to the 
schools and others whom they thought interested. 
My response has not been good. However, we 
heve gained 28 subscriptions for the year. 


I have presented programs from Hygeia six 
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times during the year in this county, talked to 
Girl Reserves using material in Hygeia. I have 
no expense account, only postage, and am glad to 
make that small donation. 

Mrs, E. C. Mullins. 


REPORT OF STATE CHAIRMAN OF PUBLIC 
HEALTH 

I have written to the councilors and the pres- 
ident of the Auxiliary to the Delta Medical So- 
ciety, urging them to sponsor the Preventorium 
essay contest and telling them of the material 
available should they wish to use it in their dis- 
trict. 

Other phases of public health work that I have 
helped with are as follows: selling tuberculosis 
seals in my district, working with the Red Cross 
in the membership drive, and as a case worker. 

Mrs. T. J. Barkley. 


REPORT OF STATE PROGRAM CHAIRMAN 
As chairman of the Program Committee, I beg 
to state that during the year, programs have been 
sent out to all of the Auxiliaries in the state. 
Contact has also been made with the different 
Auxiliaries for the purpose of stimulating interest 


BOOK 
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in the Preventorium, and to increase the member- 
ship in the different Auxiliaries. Progress has 
been made all along the line, for the little work 
that I have done has shown good results. 

Mrs. Lucian S. Gaudet. 





HONOR ROLL 

The following have contributed to the Missis- 
sippi Section of the Journal this month: 

COUNTY EDITORS: Lucien S. Gaudet; W. C. 
Valker, N. C. Knight, J. C. McGuire, L. L. Minor, 
W. B. Dickins, G. S. Bryan, G. H. Wood, J. W. 
Moody, H. T. Ims, John G. Archer, M. L. Mont- 
gomery.—12. 

COUNTY SOCIETIES: W. K. Stowers, N. C. 
Knight, L. S. Lippincott, W. C. Walker, A. H. 
Little, J. W. Moody.—6. 

WOMAN’S AUXILIARY: Mrs. Hugh H. John- 
ston, Mrs. D. J. Williams, Mrs. G. M. Street, Mrs. 
Leon S. Lippincott.—4. 

HOSPITAL STAFFS: Clarksdale Hospital, N. 
C Knight, Julius L. Levy, Natchez Sanatorium, 
W. K. Stowers; Vicksburg Sanitarium.—4. 

OTHERS: J. R. Hill, J. R. Williams, Felix J. 
Underwood.—3. 

TOTAL—29. 

YOUR EDITORS THANK YOU. 


REVIEWS 





Mother Mavianne of Molokai: By L. V. Jacks. pp. 
IiXVI. 1-203. Illustrated. The Macmillan 
Company. New York, 1935. pp. 203. Price 
$2.00. 


To those who are interested in reading of a bean 
tiful life devoted to the alleviation of suffering 
under the most trying and horrible conditions, and 
to those who are interested in leprosy, this book 
will prove of value, as it pictures in true colors 
the development of the leper colony of the Hae- 
waiian Islands upon Molokai and the self-sacrific- 
ing work of the Sisters of Saint Francis, headed 
by Mother Marianne, who, from 1888 until ihe 
present time have labored among the lepers on this 
island. To the reviewer, who has visited Molokai 
and had the honor of meeting Mother Marianne, 
the book revives memories which have always been 
the most poignant of his life, for to one who has 
observed this leper colony and has studied the un- 
fortunates who are its inhabitants, impressions 
remain which can never be effaced; impressions 
of the cheerful submission to a terrible misfor- 
tune by the victims of the diseases and of conse 
crated service by the doctors, Sisters and helpers 
who have chosen to care for these unfortunates. 

The book is well written and every page is in- 
teresting and will well repay perusal. The entire 
history of the Molokai leper colony is covered and 





the pathetic story of Father Damien is well toid. 
It is interesting to know that despite the close 
contact with the lepers that is entailed in their 
work among them, there has never been an infec- 
tion with this disease among the Sisters since they 
first came to Hawaii, in 1884. to devote their lives 
to these unfortunates, 
CuaAs. F. Craic, M. D. 


Human Sterility: Causation, Diagnosis and Treat- 
ment; A Practical Manual of Clinical Proce- 
dure. By S. R. Meaker, M. D. Baltimore. 
The Williams and Wilkins Co., 1934. pp. 276. 
Price $4.00. 


Involuntary sterility is one of the major prob- 
lems confronting the gynecologist and obstetrician 
today. In this excellent volume the authors with 
brevity, clarity and remarkable organization, pre- 
sents the subject in a manner that enables one to 
grasp easily, the problems encountered, the diagnos- 
tic procedures to be followed and therapeutic 
measures that may be utilized in cases of involun- 
tary sterility. 

The book is divided into three parts. In parf 
one the causation of human infertility is discussed, 
with proper emphasis upon the male factor. Pert 
two is devoted to the diagnostic study of sterile 
mating with careful consideration of gynecologica!. 
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urological, constitutional, endocrine and psychic 
factors. The treatment of sterility is discussed in 
the third part. : 

This concise, comprehensive volume, is heartily 
recommended to any physician interested in the 
subject of sterility. 

Conrap G. CoLtrns, M. D. 





Epidemics and Crowd-Diseases: By Major Green- 
wood, D. Sc., F. R. C. P., F. R. S. New York. 
The Macmillan Company, 1935. pp. 409. Price 
$5.50. 

An outstanding book is this one on the general 
principles of epidemiology. The author teaches 
vital statistics as well as epidemiology in the 
London School of Hygiene and Tropical Medicine, 
consequently certain problems are subjected to 
very critical statistical analysis. 

The first part of the book deals wtih the general 
priniciples and methods of epidemiology. Its de 
velopment is traced from the time of Hippocrates 
to the present day. A chapter is devoted to ex- 
perimental epidemiology which is mainly a review 
of the work which controlled epidemics among 
mice carried on in England. 

The chapter on artificial immunization of man 
merits careful reading by everyone interested in 
the prophylaxis of disease by active immunization. 
That part which is devoted to a discussion of ty- 
phoid vaccination is particularly recommended 
As has been pointed out previously, the author 
cautions against the assumption that typhoid vae- 
cination in a civil population will necessarily be 
as effective as in the military camp. A signifi- 
cant statement is made with reference to epidemic 
diseases, which is frequently ignored, that there is 
doubt whether ‘‘any method of immunizing coul:, 
single handed, protect a crowd against the contin- 
uance of crowd sickness.” 

The second part of the book takes up a discus- 
sion of certain epidemiological problems encount- 
ered in specific epidemic and other crowd diseases. 
It will be impossible to review each chapter in 
detail. The discussions on typhoid fever, tubercu- 
losis and influenza are the most outstanding. 

This book should be carefully studied, not mere- 
ly read, by everyone interested in epidemiology 
and control of communicable disease. It is not a 
manual or guide for the control of epidemic dis- 
eases, 

C. C. Daver, M. D. 

Clinical Management of Syphilis: By Alvin Rus- 
sell Harnes, M. D. New York. The Macmilian 
Co., 1935. pp. 71. 

This is a handbook or compend. 

In the first chapter, the author shows very de- 
finitely the inadequacy of diagnostic measures and 
methods ci treatment demonstrated in a survey of 
52 clinics in New York, City. 


I do not believe the majority of the syphilogists 
will agree with the type of intensive treatment 
the author suggests, salvarsan or neo-salvarsan 
with mercury and bismuth during the same week 
over an extended period of time. 

Monroe WoOLr, M. D. 


Carlos J. Finlay: By Professor Francisco Domin- 
guez. Paris. Illustrated. Louis Arnett, 1925. 
pp. 302. 

This entertaining and interesting volume by 
Professor Dominguez is devoted to a history of the 
part played by Dr. Finlay in the discovery of the 
role of the mosquito in the transmission of yellow 
fever. It gives a very detailed account of Dr. Fin- 
lay’s experiments and his relations with the Amer- 
ican Commission for the Study of Yellow Fever 
and contains, in addition, reproductions of numer- 
ous documents relating to this subject and a bib- 
liography of the works of Dr. Finlay. To these 
who are interested in history of the important 
discovery of the relationship of mosquitoes to 
yellow fever this work will be of interest and 
value. The monograph is in Spanish and would 
well repay an English translation. 

Cuas. F. Craic, M. D. 


Ideal Health: By Alexander Bryce, M. D. Batti- 
more. William Wood & Co., 1935. pp. 310. 
Price $2.00. 


A small book, in its third edition, devoted tc 
the “laws of life and health,” which deals with 
food, drink, work, rest, cleanliness and clothing. 
Eugenics is discussed and the road to happy liv- 
ing is mapped out for one who would travel and 
avoid the pitfalls of this life. It is filled with 
statements that are rather poorly proved, to say 
the least, but it makes rather interesting reading 
in spare moments. 

I. I. Ropsins, M. D. 


Methods of Treatment: By Logan Clendenning, M. 
D. St. Louis. C. V. Mosby Co., 1935. pp. 879. 
Price $10.00. 


This is the fifth edition of a book that occupies 
an important niche in therapeusis. It is written 
in a lucid, simple and charming style characteristic 
tic of Clendenning. Delightful excursions into the 
realms of history and anecdote and personal experi- 
ence enhance its charm and value. Highly spe- 
cialized procedures as medical massage and elec- 
trotherapy etc., are the work of collaborators, spe- 
cialists in their fields. The book is divided into 
two major divisions. The first deals, in a general 
way, with the agents and methods used in thera- 
peutics. The second deals with the application of 
agents and methods of particular diseases. Many 
criticisms concerning the merits of inclusion and 
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exclusion of material could be leveled at the book 
but they would not prove of any great constructive 
value. The author’s policy has been to incorpo- 
rate new but not novel methods of treatment and 
to refrain from the use of little tested and less 
proved therapeutic agents. It is of inestimable 
value to those engaged in general practice. 
I. I. Roppins, M. D. 





International Clinicss v. 1, March 1935. Philadel- 
phia. J. B. Lippincott Co., 1935. pp. 310. 


It is becoming trite for the reviewer to laud 
the excellence of this quarterly but the continued 
superior quality of articles of paramount import- 
ance in the fields of medicine and surgery and the 
allied specialties by individuals of prominence in 
the medical profession compels the laudation of the 
reviewer. Articles concerning ketosis and keto- 
genic diet, insomnia, syphilis of the stomach, the 
management of the so-called blood diseases, post- 
operative pulmontary embolism are but a few of 
the highly important matters dealt with in this 
issue. 

I. I. Roppins, M. D. 


Names of Surgical Operations: Compiled and ar 
ranged by the Western Surgical Association 
through its Special Committee. Edited by 
Carl E. Black, A. M., M. D. Bruce Publishing 
Company, St. Paul and Minnesota, 1935, pp. 102. 

More than four years ago the Western Surgical 
Association took upon itself the task of revising 
the current surgical nomenclature, and appointed 
as a special committee to do the work Dr. E. Starr 
Jurr, Dr. Kellogg Speed, Dr. Harry P. Ritchie, and 
Dr. Carl E. Black, the latter of whom served as 
editor. The necessity for such a revision is a 
point that need not be labored. As the preface 
mentions, Dorland’s Medical Dictionary contains 
three thousand, three hundred and thirteen names 
of operations, some six hundred and forty-five of 
which are eponymic. Such a multiplicity of 
terms, far from implying a corresponding rich- 
ness of thought, actually implied a lack of 
thought. It led to nothing but confusion, as every 
physician and surgeon knows and as medical liter- 
ature, hospital records, and casual medical conver- 
sation alike prove. 

The Committee began its work by sending to 
each member of the Western Surgical Association 
the names of the operations listed in Dorland’s 
Dictionary, with the request that he check the 
terms he himself used. All terms which did not 
receive the approval of at least twenty per cent of 
the membership were eliminated at once. Then, 
after still further checking and correcting and 
eliminating, the final list was made according to 
the following rules: that each operation should 
have only one name; that each name should be in 
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English or a foreign language equivalent, and 
should be, within reasonable limits, phililogically 
correct; that each name should be as simple and 
as short as possible; that all the terms should be 
merely memory signs and without claim to de- 
scription or speculative interpretation; that related 
terms should be similar as far as possible; and that 
personal names should be avoided. On the basis 
of these rules the original list of three thousand, 
three hundred and thirteen names was reduced to 
seven hundred and forty-three, a reduction of 
some seventy-five per cent. 


The important consideration, of course, is that 
this reduction represents not the personal whims 
and arbitrary ideas of a small committee, but the 
collected opinion of hundreds of surgeons and 
other authorities from whom the committee sought 
aid and advice. Another consideration which 
should also be emphasized is the wisdom of the 
Committee in retaining certain terms in general 
use, incorrect though they be for one reason or 
another, simply because they are in general use 
and because usage, rightagr wrong, is, after all, 
the basis of all speech. 

Many points of disagreement are naturally evi- 
dent as one glances through the book. The gyne- 
cologist, for instance, will miss the term for su- 
pravaginal or supracervical removal of the uterus, 
though he will rejoice to see that removal of the 
uterus and removal of the adnexa, in whole or in 
part, even when done at the same time are sepn- 
rately designated. But it would be folly to ex- 
pect perfection, even in so carefully planned and 
executed a book, and ungracious to pick flaws 
when so much is entirely satisfactory. 

It would profit all surgeons, and all students of 
medie¢ine, to secure this book and to study it care- 
fully. It is an interesting and valuable piece of 
work, and the principles upon which it is based 
could well be put into practice. Especially to be 
commended to the reader is the preface in which 
the Committee sets forth these principles and ia 
which its method of procedure is described. 

UrBan Mags, M. D. 





The Management of Fractures, Dislocations, and 
Sprains: By John Albert Key, B. S., M. D. 
and H. Earle Conwell, M. D., F. A. C. S. St. 
Louis. C. V. Mosby Company, 1934. 


This work on the diagnosis and treatment of 
fractures, dislocations, and sprains by Key and 
Conwell justifies the expectations of surgeons of 
any work produced by these two authorities on the 
osseous system. The work is exceptionally com- 
plete, covering every type of fracture, including 
the complications, with an adequate description of 
the clinical manifestations and treatment. The 
book is profusely illustrated, there being 1165 ii- 
lustrations. In addition to the chapters written 
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by Key and Conwell, there is a chapter on frac- 
tures of the skull by the late Charles E. Dowman 
and a chapter on fractures of the jaw and face by 
J. B. Brown. A valuable part of the book is that 
at the beginning of each chapter the surgical 
anatomy of the bowel region is given in detail and 
from this the abnormal conditions produced by 
fracture are illustrated. The book is well written 
and easy to read. It is the reviewer’s opinion 
that practitioner of medicine who treats 
fractures should have this book in his library. 


ALTON OCHSNER, M. D. 


every 


With 
especial reference to the Surgery of the Sympa- 
thic Nervous System. W. K. Livingston, M. 
D. Springfield, Illinois. Charles C. Thomas, 
1935. pp. 254, illus. Cloth. $5.00. 

The volume before me for review reveals the 
and painstaking research of the author. 
The material contained therein is the result of in- 
and intelligent effort in order to advance 
and stimulate interest along the lines of visceral 
surgery of the sympathetic nervous system. This 
the Doctor has accomplished by the subject matter 
obtained following his personal contact and obser- 
vation on 300 cases with a most systematized fol- 
low up survey of his results. 

Divided into three parts and fifteen chapters, 
this monograph is well written and styled, in a 
manner suitable to the present trend of progressive 
thought. 

The contents display serious effort in the field 
of neurosurgery of the sympathetic and prove the 
value of this type of treatment, in Raynaud’s dis- 
angina pectoris, erythromelalgia, sclero- 
derma, and pelvic disorders. The diagnostic 
methods are very well covered. An excellent bib- 
liography is to be found at the end of the chap- 
ters which will be of interest to those following 


The Clinical Aspects of Visceral Neurology. 


efforts 


tense 


ease, 


this topic. 
WaALtTerR JosePH Otis, M. D. 
Surgical Diseases of the Chest: By Evarts A. Gra- 
ham, A. B., M. D., F. A. C. S.; Jacob J. Singer, 
M. D., F. A. C. P., and Harry C. Ballon, M. D., 
C. M., F. A. C. S. Philadelphia. Lea and Fe- 
biger, 1935. pp. 1070. 
“Surgical Diseases of the Chest” by Graham and 
his associates is by far the most complete single 
volume work on the subject which has ever been 
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published and is certainly the most complete work 
on this subject in the English language. No per- 
sons are better equipped to write this book than 
are the authors, and their efforts are certainly 
justified. The general consideration of the sub- 
jects is valuable for anyone interested in diseases 
of the chest and the book’s usefulness is not limit- 
ed to surgeons, because the medical considera- 
tions of various thoracic conditions are also weil 
handled. Of special value to the 
extensive bibliography which 
chapter and which is 


investigator is 

follows 
very complete. The chap- 
ters on bronchiectasis and pulmonary tuberculosis 
are especially well done. The book is recommended 
for all interested in diseases of the thorax whether 
they be surgeons or internists. 

ALTON OcusNER, M. D. 


each 





PUBLICATIONS RECEIVED 
Paul B. Hoeber, Inc., New York: The Story of 
Medicine in the Middle Ages, by David Riesman, 
M. D., Sc. D. 
Journal of the Outdoor Life, New York: 
Questions and Answers on T. B. 


1,000 


Williams & Wilkins Company, Baltimore: The 
Spleen and Resistance, by David Perla, M. D. and 
Jessie Marmorston, M. D., with foreword by David 
Marine, M. D. Medical Annual (1935), edited by 
H. Letheby Tidy, M.A., M.D., Oxon., F.R.C.P. and 
A. Rendle Short, M.D, B.S., B.Sc., F.R.C.S. 


& Febiger, Philadelphia: Arthritis and 
Rheumatoid Conditions, by Ralph Pemberton, M.S., 
aD. FF. A, €;. PB. 


D. Appleton-Century Company, Inc., New York 
and London: The Principles and Practice of 
Medicine by The Late Sir William Osler, BT., M.D., 
F.R.S. Twelfth Edition; Revision by Thomas Mc- 
Crae, M.D. 


Lea 


W. B. Saunders Company, Philadelphia and Lon- 


don: A Textbook of Clinical Neurology, by Israel 
S Wechsler, M.D. 

The Macmillan Company, New York: The Aut- 
tonomic Nervous System, by James C. White, M.D. 

Charles C. Thomas, Springfield, Ill. and Balti- 
more Md.; Child Psychiatry, by Leo Kanner, M.D. 
with prefaces by Adolf Meyer, M.D., LL.D. and 
Edwards A. Park, M.D. Apparatus and Technique 
for Roentgenography of the Chest, by Charles 
Weyl and S. Reid Warren, Jr. 
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